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Surgical and Prosthetic Interference for the Correction 


of Excessive Protrusion of the Maxilla 
By C. MAYNARD WOODWARD, D.DS., Pasadena, California 


There are those cases of protrusion 
of the anterior portion of the maxilla 
in which, owing to the advanced age 
of the patient or because of defective 
teeth, orthodontia is impractical. Fre- 
quently, in these cases, function and 
esthetics are improved by the use of a 
combination of surgery and prosthesis. 
The most commonly used method for 
correcting this condition, excision of 
the whole labial plate and part. of the 
interseptal tissue, often, unfortunately, 
falls far short of an ideal result, and 
from a prosthetic standpoint an unsat- 
isfactory condition obtains. 

There are two distinct types of pro- 
trusion, first, the exostosis type, in 
which the protrusion is caused by a 
thick labial alveolar plate, and, sec- 
ondly, the type in which the labiolin- 
gual thickness is normal and the whole 
alveolar process is in a forward posi- 
tion. In the first type a removal of the 
thick layer of labial process is certainly 
indicated, as only superfluous tissue 
will thus be lost and a good ridge will 
still remain for the retention of den- 
tures. In the second type loss of the 
labial plate would mean not the re- 
moval of excess bone but a destruction 
of useful tissue. In such cases the 
excess tissue is not in the anterior plate 
but in the body of the process in the 


bicuspid area, usually indicated by a 
diastema. 

To cut away the labial plate in this 
type of case leaves a chisel-edged ridge, 
which is very unsatisfactory from the 
prosthetist’s viewpoint. A more radical 
though more rational method should 
be used, a technic which will produce 
a condition not far from normal, and 
which will form an alveolar ridge ideal 
for the placement of dentures. 

To illustrate this method, a case 
report follows, showing the results 
obtainable by its use. 


Case REPORT 


The patient is a woman of intelli- 
gence and refinement. She has been for 
many years a medical missionary in a 
part of India where good dental care 
is not available. In her youth, when 
she was of an age at which ortho- 
dontia would have been possible, that 
science had not as yet been developed 
to such a degree that her parents felt 
that such treatment would be of bene- 
fit. Consequently she has gone through 
life with practically no use of her 
teeth and handicapped by the knowl- 
edge that her appearance was so abnor- 
mal as to attract unfavorable atten- 
tion wherever she might be seen. How- 
ever, she became resigned to her con- 
dition and probably would never have 
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Fig. 1 
Appearance of the patient before the operation. 
The posterior teeth are in occlusion. 
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Fig. 2 
Casts of the case before the operation and after the first stage of the operation. The shaded 
portion indicates the approximate area of removal of the wedge of process. 
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done anything to alter it if, due to the 
malocclusion and pyorrhea, her teeth 
had not reached a condition where 
their extraction was imperative. It was 
then suggested to her that a marked 
improvement in her appearance as well 
as in the functioning of her teeth 
might be accomplished by an operation 
on the maxilla. Being herself of the 
medical profession, she was immedi- 
ately interested and she cooperated in 
every way to make the case a success. 

Examination of the patient revealed 
that she was unable to close the lips 
without effort; the chin had the 
appearance of being in retrusion. Clear 
speech was impossible. Her  gen- 
eral expression was one of deep mental 
depression. Study models showed that 
the protrusion was unusually pro- 
nounced, but that the labiolingual 
thickness of the alveolar process was 
no greater than normal. It was evident 
that, even though the labial plate 
might be removed, the lingual surface 
of the resulting ridge still would pro- 
trude beyond the mandibular anterior 
teeth. It seemed that if we could only 
push the whole alveolar process distally 
about seven millimeters, we would have 
a normal ridge. The problem then 
resolved itself into finding a way to 
accomplish that purpose. In order to 
push the whole labial ridge back, it 
would be necessary to make the 
anterior process temporarily mobile 
and to remove a wedge-shaped section 
from each side in the bicuspid area to 
prevent buckling. 

In the standard works on oral sur- 
gery we found enough precedent for 
shortening the mandible but none for 
such an operation on the maxilla. 
However, from experience with frac- 


tures of the maxilla in accidents we 
decided that a voluntary fracture and 
arbitrary reduction of the anterior 
portion of the maxilla would have a 
good prognosis. 

The operation was performed under 
general anesthesia. The gum tissue and 
periosteum were laid back from the 
lingual surface from the second 
bicuspid on one side to the same posi- 
tion on the other side, exposing the 
process of the roof of the mouth for 
about one centimeter distal to the 
anterior gingivae. A trough was cut 
transversely across the roof of the 
mouth to the depth of two millimeters 
at about the level of the apices of the 
teeth. This groove was to allow for the 
bending back of the process. 

The next step was to extract the 
first bicuspid and cuspid teeth on both 
sides and to remove a wedge-shaped 
section of bone from those areas. The 
anterior teeth were then removed, the 
labial gum being left attached to the 
bone and undisturbed. A broad sharp 
chisel was used to make a transverse 
cut through the mucosa and process of 
the cuspid eminences and the anterior 
nasal spine about two millimeters 
above the apices of the teeth. Heavy 
pressure was then brought to bear 
with thumb and fingers on the labial 
gum, fracturing the process and push- 
ing it back to the desired location. A 
pad was placed on the upper lip and 
a tight bandage carried back of the 
head to hold the fractured portion 
firm in its new position. The molar 
teeth were not removed at this time, 
this being a precautionary measure to 
prevent dislocation of the fractured 
fragment by the closure of the man- 
dibular anterior teeth. Good union was 
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Fig. 3 


Appearance of the patient after the operation. 
3 The dentures are in place and in occlusion. 
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accomplished in ten days. The pos- 
terior teeth were removed after three 
weeks, and the prosthetic restoration 
was made soon after. 


Examination of the patient’s maxilla 
after one year yielded no indication 
that she ever had had other than a 
normal placement of the maxillary 
teeth. 


Special credit for the excellent 
esthetic result in the finished case is 
due to Dr. Gilbert Parker, who is 
responsible for the prosthetic work. 


The most satisfactory result of such 


cases as this is the psychological effect 
on the patient. In this case a woman 
who had never been really happy since 
she became of an age when she knew 
of her misfortune was _ suddenly 
brought to the realization that people 
on the street no longer observed her 
in wonderment and pity. A _ great 
weight was lifted from her heart, a 
burden the immensity of which she had 
not realized until it was gone. Life now 
means for her something to be desired 
rather than something to be borne. 


634 First Trust Building 
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Some Reasons for the Necessity of Using Adaptable 


Articulators” 
By ALFRED GYSI, D.DS., Zurich, Switzerland 


At the time I was born (1865), 
Bonwill brought forth his articulator 
which imitated the mandibular move- 
ments. Before this time only so-called 
occludors or hinge-joint articulators 
were in use. Since that time Walker 
has discovered the downward inclina- 
tion of the condyle path, and Bennett 
the lateral inclination of the condyle 
path. Inspired by these discoveries, I 
have developed a method by which 
dentists can determine on each patient 
these elements of the mandibular move- 
ments by means of simpler methods 
than those which were used by the 
above-named authors, and I have con- 
structed several articulators which 
allow the operator to reproduce the 
mandibular movements exactly. In 
Bonwill’s time the dentist was obliged 
to shape the artificial teeth then on 
the market by painstaking grinding in 
order to give them proper function. 
To save the dentists this difficult 
grinding, I created true anatomical 
forms for the bicuspids and molars. 

The opinions of dentists about these 
modern high-cusp molars and bicuspids 
are very varied. Some say that the 
cusps are too high and others say that 
they are not high enough. Some time 
ago a dentist told me (probably with 
the intention of flattering me) that he 
tegularly uses these molars, but that 
he first grinds them quite flat before 


* This paper was published originally in the 
Transactions of the Australian Dental Congress, 
1927, 


setting them up in the articulator. It 
seems to me that both views are right, 
but not for every case. Generally speak- 
ing, a steep condyle path requires high- 
cusp molars, and a flat condyle path 
requires low-cusp molars. 

The crude methods by which full 
sets of artificial teeth are still made 
nowadays by a great number of den- 
tists will surely fade away, and our 
patients themselves will no longer be 
satisfied with average work when they 
once know that it is possible to have 
better results with modern methods, 
just as you would not be satisfied if 
your optician gave you eye-glasses of 
only an average number for short- 
sightedness or long-sightedness, or if 
you were compelled to wear shoes and 
hats of an average size. 

I do not believe the depth of bite in 
artificial teeth to be a matter of arbi- 
trary choice by the dentist, in that he 
pleases either his conceived notion or 
his eye, but it should be determined 
entirely by the conditions of each case, 
which the dentist may ascertain if he 
will but make proper records. Shallow- 
bite teeth are clearly indicated for some 
cases, and for these cases deep-bite 
teeth are contra-indicated. In other 
cases deep-bite teeth are preferable. 

My solution for this difficulty is to 
take the record of the patient’s move- 
ments, adjust the articulator to repro- 
duce the abnormalities of movement as 
far as may be, and grind the teeth with 
carborundum powder to the bite indi- 
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cated by the abnormalities in the case. 
Let me illustrate this for two extreme 
cases. If we were to use shallow-bite 
teeth for a patient having a condyle 
path of 50-degree inclination, the 
molars would come out of contact dur- 
ing the incising bite and the side bite, 
whereby the leverage on the incisors 
would make the mandibular denture 
tilt upward in the molar region. 

If we use high-cusp teeth for a 
patient having a condyle path of 20- 
degree inclination, the molars are in 
too heavy contact during the incising 
and side bites. Therefore all the mus- 
cular force rests on the molars so that 
the incisors are out of contact, which 
makes the plates tilt in the incisor 
region. 

One of the first dentists of Switzer- 
land told me that he once tried to make 
for a patient a full set of artificial 
teeth with high-cusp molars and using 
my average-movement articulator, but 
that this case was a total failure. As 
this story interested me, I inquired for 
more details and I was told that this 
patient had already worn for twenty 
years a full set with old-fashioned flat 
molars, and that this case was set up 
in a hinge-joint articulator. Of course 
during these twenty years the eminentia 
articularis had adapted itself to these 
molars and had also become flat and 
therefore was not prepared to function 
with the new high-cusp molars. The 
proper procedure would have been to 
register the mandibular movements and 
to use an adaptable articulator. 

Laziness finds an excuse in every 
case. So, for instance, a group of den- 
tists in Zurich desired that I should no 
longer instruct my students in modern 
platework “because prophylactic and 
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conservative dentistry has made such 
tremendous progress that after a few 
years people will no longer need arti- 
ficial teeth on plates.” 

In America there is a group of den- 
tists who pretend that the condyle 
plays no rdle whatever in guiding the 
mandibular movements, and that the 
teeth themselves are the guiding 
factors; that the temporomandibular 
articulation is such a loose articulation 
that you can use whatever teeth you 
like. One dentist even asserted that the 
condyles could just as well be cut away 
without interfering with mastication 
because the facets on the teeth guide 
the mandible. Personally I think this 
is ridiculous. Perhaps in the near 
future babies will have their condyles 
cut off in order that they can masti- 
cate better when they grow up. 

Of course this message will be joy- 
fully received by all those who dislike 
individual adaptation in platework and 
like to work with a hinge-joint articu- 
lator, but, unhappily, in my opinion 
this message is not true. During the 
last seven years I have made very 
extensive studies in the leverage condi- 
tions of the human mandible in order 
to prove that we very much need the 
condyles of the mandible. Time does 
not permit me to go into the proofs 
of this difficult matter with you. I shall 
give you only the plain result of my 
investigations, and this result is so con- 
vincing that it can be understood even 
by those who are not trained in the 
mathematical analysis of the compli- 
cated leverage problems. 

I made an enlarged model of a 
human mandible. The muscles by 
which the mandible is suspended are 
represented by metal springs which 
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have the exact direction of the respec- 
tive muscles. Now, if one holds a 
finger on each condyle, one can feel 
the pressure of the condyles against 
the glenoid fossa. We will now sup- 
pose that a hard piece of food is 
crushed on the left second molar, which 
naturally exerts a downward force 
against this molar. This downward 
force I represent by pressing with a 
finger on this molar. The person hold- 
ing the fingers on the condyles now 
feels that the condyle of the working 
side (where the piece of food is 
crushed) is free and exerts no pressure 
on the finger, while the finger on the 
other condyle (on the balancing side 
of the mandible) exerts some marked 
pressure. This is so because this con- 
dyle establishes a fulcrum for the 
mandibular lever, and because no lever 
can exert force without a fulcrum. 
Therefore the balancing condyle rests 
firmly against the eminentia articu- 
laris, and while it glides into the 
glenoid fossa it guides the teeth into 
occlusion, whereby the food is crushed. 
This proves that since the balancing 
condyle is the mandibular fulcrum and 
guides the teeth into occlusion, the 
inclinations of the facets on the teeth 
have to harmonize with the inclination 
of the condyle path. If, however, this 
harmony does not exist, the correct 
movements cannot be made and the 
plates are tilted and dislodged. For this 
reason I believe that an anatomical 
articulator has to be based on the 
theory of the condyle path and its 
movements. Only in such an instru- 
ment is it possible to set up the teeth 
in such a way that they do not inter- 
fere with the movement of the condyle. 


J 


I believe that the reason why some 
dentists prefer to use flat molars in 
every case instead of high-cusp molars 
lies in the fact that with anatomical 
molars the bite, especially, has to be 
taken very exactly in order that the 
cusps may interdigitate properly in the 
finished set of teeth, whereas flat 
molars occlude just as well after a 
wrong bite has been taken. If, there- 
fore, some dentists pretend that they 
can get no good results with anatomical 
teeth, they simply prove that they are 
unable to do any step in platework 
with the necessary precision. Even the 
first step, the taking of the impres- 
sions, has to be done carefully, because 
the triturating movements, sidewise and 
forward and backward, produce a cer- 
tain strain on the plates and may dis- 
lodge them if they do not fit properly. 
Even during the last step, the vulcan- 
ization of the rubber, the best impres- 
sion and the best articulation can be 
spoiled if the 8% to 12% shrinkage 
of the rubber is not more or less com- 
pensated for. 


After one of my lectures in Eng- 
land a teacher of prosthetic dentistry 
said to me: “Why should we bother 
with the modern articulators and the 
modern high-cusp molars, seeing that 
for fifty years, day after day, thousands 
of plates have been made to the high- 
est satisfaction of the dentist and the 
patient without these innovations?” 
In reply to this I could only tell him: 
“The better is the enemy of the good.” 

There are, however, dentists who are 
capable of doing very careful plate- 
work and know well how to. set up 
the teeth in my average-movement 
articulator or in any other good 
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anatomical articulator, and, notwith- 
standing this, they complain of lack 
of success in some cases. This is per- 
fectly comprehensible, because an 
unadaptable articulator has only nor- 
mal or average movements, which give 
good results in only about 50% of all 
full cases. The other 50% of patients 
represent abnormal cases, because their 
condyle movements differ more or less 
from the normal. About half of these 
abnormal cases, however, can be cor- 
rected by grinding fine carborundum 
powder mixed with cocoa-butter with 
the finished teeth in the mouth. But 
the rest of these abnormal cases pre- 
sent such a great difference from the 
normal movements that they cannot be 
corrected in any way and must be 
classed as a complete failure. Now, 
where is the responsibility for these 
failures, in the high-cusp teeth, the 
average-movement articulator or the 
dentist? In my opinion it lies with the 
dentist, because he did not register the 
mandibular movements of the patient 
and did not apply an articulator adapt- 
able to these individual movements. 


Of course, with an adaptable articu- 
lator bad results are also likely to 
occur, -just as with the best photo- 
graphic camera bad pictures are pos- 
sible, because every complicated instru- 
ment necessitates intelligent use. There 
are on the market photographic 
cameras which are sold under the cap- 
tion, “Press the button and we do the 
rest,” the developing and printing, but 
I doubt whether in the near future an 
articulator will be discovered which 
will work more or less automatically. 
I gave out my average-movement artic- 
ulator in order to educate the profes- 
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sion in such a way as to learn first how 
to use high-cusp teeth. Only when this 
art is once mastered will dentists be 
ready to go a step further and adopt 
an adaptable articulator, and only then 
will dentists be capable of doing some- 
thing similar to what tailors do, that 
is, make artificial teeth adapted to the 
individual peculiarities of their pa- 
tients, because it is not suflicient to 
make only the plate after an individ- 
ual impression, but the teeth also must 
be so placed and so shaped as to har- 
monize with the individual peculiari- 
ties of the mandibular movements. For 
all these reasons it is unjust to make 
the anatomical teeth and the average- 
movement articulator responsible for 
any unsuccessful results that may 
occur. 


Anyhow, we should use for the pres- 
ent any good anatomical articulator 
giving the normal masticatory move- 
ments, and for abnormal cases the 
articulation must then be corrected in 
the mouth with carborundum powder, 
as I have already mentioned. The use 
of a hinge-joint articulator, however, is 
a real fraud, because the patient is 
condemned to masticate with the arti- 
ficial teeth thus made—up and down 
only—and cannot make the least glid- 
ing movements in order to triturate the 
food properly and cut the fibrous por- 
tions of it short. Because the artificial 
teeth, fixed on plates, rest on the more 
or less soft and irritable mucous mem- 
brane covering the jaws, they can pro- 
duce only a relatively small amount of 
the normal masticatory force. There- 
fore we should endeavor to make them 
effective in the highest degree possible 
in order to compensate the above- 
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somewhat. We can achieve an in- 
creased effectiveness principally by 
arranging the artificial teeth in such a 
manner that gliding movements are 
possible with them, and this can be 
made possible only by arranging them 
in any good anatomical articulator, 
because only then can the patient make 
gliding movements also with them. 
This is a very simple and well-known 
principle. For example, if you take a 
sharp razor and tap with its cutting 
edge vertically on the palm of the 
hand, it does not cut you; but if you 
made the least gliding movement, it 
would cut very deep. Also a saw or a 
file cuts only by combining a gliding 
movement with the vertical pressure. 

A similar action takes place with the 
anatomical molars and bicuspids, be- 
cause not only are their cusps wedge- 
shaped, but their whole masticating 
surface consists of series of wedge- 
shaped ridges. 


If a wedge is forced through an 
object applying only vertical pressure, 
great force is needed, but if the ver- 
tical force is combined with a force 
pushing sidewise, the object is cut much 
more easily. The reason for this is that 
by the pushing action a relatively blunt 
wedge is transformed into a much 
sharper wedge, and we then have the 
advantage of the blunt wedge, with its 
great resistance against breakage, hav- 
ing also the great cutting power of a 
much sharper wedge. 


Now, if two such wedges act simul- 
taneously on an object, one from above 
and the other from below, we get the 
double effect with the same force. This 
takes place in the mouth, because the 
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cusp wedges of the maxillary and the 
mandibular teeth act together on the 
object if the artificial high-cusp teeth 
are set up in such a manner that glid- 
ing movements are made possible. 

It is quite astonishing that the use 
of an anatomical articulator for set- 
ting up the artificial teeth for side 
movements is not yet generally 
adopted. In my mind the reason lies 
in the fact that few dentists realize 
the value of side movements during 
mastication. For this reason many den- 
tists say, “It is not necessary to set 
up the teeth for such a movement,” 
because if one watches a man while 
eating, one cannot observe that he 
makes the same masticatory movements 
as we are “used to make with an 
adaptable articulator.” This is true 
only while eating soft food, as, for 
instance, potatoes, spinach, etc. 


But, on the other hand, it has been 
proved that if one eats fibrous food, 
gliding movements are made, but in an 
opposite way, as we make them with 
an articulator. If the porcelain teeth 
are ground with carborundum powder 
in an adaptable articulator, then they 
are fit to allow the reverse or natural 
masticatory movements in the patient’s 
mouth, and, besides this, the patient 
can occlude the teeth in any kind of 
occlusion—lateral, protrusive or inter- 
mediate—and nearly always all the 
teeth come in active contact, because 
for many years we have known that 
man really eats in the following 
manner: 


Out of central occlusion the teeth 
separate, the food gets between them 
and then a slight lateral movement is 
made, which, however, is so slight that 
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it cannot be noticed from outside. 
Then the teeth close vertically, this 
bringing them into lateral occlusion, 
from which they glide finally back into 
central occlusion, and only this last 
phase of the masticatory movement 
produces this very important fiber- 
cutting gliding movement, on which 
all anatomical articulators and _ all 
anatomical teeth are based. 


He 


However, neither can this slight glid- 
ing movement from lateral occlusion 
into central occlusion be seen if you 
watch a man while he is eating; it can 
be proved only by a complicated appa- 
ratus, and for this reason it has taken 
and still will take so many years for 
its acknowledgment. 
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Plans for a State Dental College in Texas 


The Board of Trustees of the Texas 
Dental College, a philanthropic insti- 
tution located at Houston, Texas, has 
offered to deed the college to the state 
provided it be operated as a state den- 
tal college. Texas has no state dental 
school. 

A bill providing for the acceptance 
of the school by the state has been in- 
troduced in the legislature. In the event 
the bill becomes a law, the affairs of 
the college would be under the direc- 
tion of a board of six regents. 


The Texas Dental College had its 
origin in a suggestion made by John 
Henry Kirby, lumberman and capital- 
ist, in 1904. The college was established 
through the efforts of a group of 
public-spirited Houston men. The 
equipment, building and clinic of the 
college are valued today at $200,000. 


The college has never been operated 
for commercial gain. Any profits have 
constantly been turned back into the 
development of the institution. 
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An Outline of Dental Pathology 


By NATHANIEL FREEMAN, D.D.S., New York, N. Y. 
Adjunct Dentist, Mount Sinai Hospital and Montefiore Hospital 


ProGREssIVE TIssuE CHANGES 


Hypertrophy. 


A progressive change in which cells, 
parts of the body or even organs 
become larger than normal. This is 
usually associated with some in- 
creased functional demand upon the 
cells and an increase in their func- 
tional capacity, as in the hypertrophy 
of one kidney when the other is 
atrophied or removed. 


Hyperplasia. 


Where the increase in size of a part 
or organ is due to the increase in 
the number of the elementary struc- 
tures, as cells, fibers, etc., the term 
hyperplasia is used. 


Metaplasia. 


The change of one form of tissue 
into another. This process is greatly 
limited, as one type can assume only 
the characteristics of another which 
is closely related to it. 


Regeneration. 


Regeneration of injured tissues and 
new growths, as well as the hyper- 
plasias, are brought about by pro- 
liferation or other changes in living 
cells. 


Regeneration of special tissues. 


Nerve tissue. 
Ganglion cells are entirely incap- 
able of reproduction. 
Nerve fibers may be regenerated so 
as to restore the function com- 
pletely after extensive injuries of 
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peripheral nerves, but the ends of 
the divided nerves must be brought 
within a certain proximity. 

Muscle tissue. 

Regeneration of smooth muscle 
tissue after injury is slight. A 
partial regeneration of striated 
muscle occurs after various forms 
of damage and losses of substance. 

Epithelium. 

Owing to functional destruction 
of epithelium of the skin and 
mucous membranes, physiological 
regeneration by mitosis is common. 
After injuries also, regeneration 
of epithelium in these situations 
occurs by mitosis and may be ex- 
tensive and complete. The new 
epithelium always forms from the 
old and, when surface losses are to 
be made good, extends inward 
from the edges across the injured 
area after a suitable substratum 
has been formed by fibrous tissue 
and blood-vessels. 

Epithelium of salivary glands. 
Regeneration of this epithelium 
may take place to a considerable 
extent, but here it is the less 
highly differentiated cells of the 
excretory ducts rather than the 
secreting epithelium through 
which regeneration is secured. 

Connective tissue. 

New fibrous tissue readily forms 
in the adult to replace tissue 
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which has been destroyed. It re- 
sults from many kinds of pro- 
longed chemical and mechanical 
irritants. New fibrous tissue may 
develop under the influence of 
bacterial and other toxic sub- 
stances and frecuently forms 
dense capsules about the seat of 
old lesions or around foreign 














Fibroblasts of new connective tissue in a healing 
wound. 


Endothelium. 

The regeneration of endothelium 
is similar to that in epithelial re- 
pair, the new cells advancing over 
denuded surfaces. 

Formation of blood-vessels. 
Blood-vessels in post-embryonic 
life start in a budding or sprout- 
ing of the endothelial cells of pre- 














Development of blood-vessels in newly formed 
tissue. 


existing capillaries. The sprouts, 
directed outward from the endo- 
thelia of the capillaries, consist at 


first of buds, then of slender 


conical or filiform projections of 
cytoplasmic substance. The sprouts 
become thickened and are gradu- 
ally channeled out at the base by 
pressure of the blood in the vessel 
from which they spring. The 
lumen is thus gradually shaped 
and new nuclei are formed by 
division of the old along the sides 
of the vessels. When the channel 
is complete, the new vessels have 


well-defined endothelial walls. 


Formation of lymph vessels. 
The same as that of blood-vessels. 


Cartilage and bone. 


New cartilage may form by the 
proliferation either of connective 
tissue cells or, to a slight extent, 
of cartilage cells. 

The new formation of bone under 
pathological conditions is brought 
about not by the bone cells but 
(1) by development from the cells 
of the periosteum or of the mar- 
row of a cellular connective tis- 
sue or (2) from the perichon- 
drium of a form of hyalin cartil- 
age. From these tissues the new 
bone is formed under the influ- 
ence of osteoblasts. 


INFLAMMATION 

Definition. 
Inflammation may be defined as the 
organized reaction of tissues to in- 
jury. The term inflammation in- 
cludes all the changes which injured 
tissues undergo as the direct result 
of the injury. 

Etiology. 
Exciting causes. 

Those agents whose presence di- 
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rectly induces the inflammatory 
process, such as mechanical 
trauma, heat, electricity, the x-ray, 
chemicals and micro-organisms. 


The mere presence of bacteria is 
usually not sufficient to excite in- 
flammation of a superficial tissue. 
There must usually be secondary 
contributing causes also, such as 
a wound, exposure to cold, etc. 


It is an important fact that while 
the first five of the etiological 
agents mentioned, when acting 
alone, sometimes produce inflam- 
mation of purulent grade, yet they 
are usually followed by less in- 
tense grades or other types of reac- 
tion, and that the vast majority of 
purulent inflammations are of 
of bacterial origin. 


Processes of inflammation. 


When inflammation is considered in 
its entirety, the following processes 
are found to be involved: 
Degeneration or death of tissue 
cells (initial injury). 
Changes in the circulation. 
Exudation. 
Secondary degeneration and death 
of tissue. 
Growth of new tissue. 


The majority of inflammations in- 
clude all these phases of reaction, 
but one feature may be more promi- 
nent than the others or almost exclu- 
sively present, and all may appear in 
a great variety of combinations. 
Initial injury. 
The phenomena of reaction to in- 
jury include (1) irritation and 
degeneration or loss of tissue cells, 
(2) the accumulation of wander- 


ing cells, leucocytes, and (3) the 
proliferation of fixed tissue cells. 


Inflammatory reaction in vascular 
tissues. 


(1) Very slight vascular disturb- 
ance. Primary union of incised 
wounds. 


The reaction from and the repair 
of a clean incision of vascular tis- 
sue may be limited almost entirely 











Fig. 3 


Inflammation—root membrane. 


to the fixed cells of the tissue. If 
the edges of such a wound be 
promptly apposed, the hemorrhage 
is slight and the ends of the ves- 


sels are promptly closed by 
coagula. 


(2) Marked vascular reaction. Sec- 
ondary union. Exudative inflamma- 
tion. 


The more extensive vascular 
changes are characterized first by 
a dilatation and increased flow of 
blood in the vessels of the part, 
which becomes reddened and con- 
gested. Then follow a stage of 
slowing of the blood current and 
certain changes in the blood cells 
and plasma. 
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The leucocytes increase in num- 
ber and gather along the walls of 
the vessels, adhering to the 
swollen, sticky endothelium, and 
by virtue of their ameboid proper- 
ties they pass through the vessel 

















Fig. 4 
Hyperemia of the pulp showing dilated blood- 
vessels. 





















Fig. 5 


Blood-vessels of tooth pulp after application of 


arsenic. 


wall into the surrounding tissues. 
This process is called emigration 
of leucocytes. Through the rup- 
tures in the endothelial wall, aided 
by increased blood-pressure, red 
cells are able to pass out of the 
vessels, the process being called 


diapedesis of red cells. 


HD 


Exudation of blood serum accom- 
panies or precedes emigration and 
diapedesis. The above-named proc- 
esses ate seen in surgical wounds 
which heal by secondary union, in 
which the abundant exudate pre- 
vents immediate cohesion of the 
divided surfaces, and healing be- 
gins only after the exudation has 
partly subsided and _ usually 
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Fig. 6 

Inflammation—showing overfilling of blood- 
vessels, with emigration of leucocytes and dia- 
pedesis of red corpuscles. 














Progressive suppuration of pulp. 


progresses from the bottom of the 
wound upward. 


(3) Intense vascular reaction. Sup- 
purative inflammation. Healing by 
granulation. 


When pyogenic micro-organisms 
are carried into a wound and in- 
fection occurs, a more intense 
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grade of inflammation is excited, 
which is marked by abundant 
emigration of leucocytes and a 
copious discharge of pus. This is 
called suppurative inflammation. 
When suppuration occurs in sut- 
gical wounds, all attempts at 
cohesion of surfaces commonly 
fail and the wound is closed from 
the bottom up by a slow process 
called healing by granulation. 
Such tissue has a granular-looking 
surface, owing to the projecting 
tufts of vessels. 


(4) Inflammatory reaction with 
local death of tissue. Necrotic 
inflammation. 


When bacterial inflammation 
reaches a suppurative grade in a 
confined tissue, it seldom resolves 
without causing some death of tis- 
sue and forming an abscess. In the 
formation of an abscess the 
affected tissue becomes so thickly 
infiltrated with leucocytes and so 
much distended by exuded fluids 
that the vessels are compressed 
and the circulation obstructed. All 
tissue cells thus cut off from nour- 
ishment promptly undergo acute 
necrosis and become more or less 


liquefied. 


(5) Inflammatory reaction with dif- 
fuse death of tissue. Diphtheritic 
inflammation. 


Some intense chemical irritants 
and some bacteria, notably the 
bacillus of diphtheria, when acting 
upon mucous membranes, excite an 
intense grade of inflammation 
characterized by considerable 
fibrinous and purulent exudation 
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and rapid death of the superficial 
tissues. The coagulated fibrin, 
entangling the elements of ne- 
crotic tissue and exudate, tends to 
form a false membrane adherent 
to the surface of the inflamed 
part, whence the term pseudo- 
membranous inflammation is ap- 
plied to the process. 


(6) Gangrenous inflammation. 


In some forms of virulent and 
specific bacterial infection ne- 
crosis occurs rapidly and affects 
considerable areas, producing 
death of tissues en masse. This 
type is known as gangrenous in- 
flammation. | 


(7) Invasion of the blood stream by 
bacteria. 


In most bacterial inflammations 
the organisms are confined more 
or less completely to the site of 
the local lesion. In some severe 
local infections bacteria have been 
found by culture in the circulat- 
ing blood. Such a condition is 
called a bacteremia. 

In some specific diseases (typhoid, 
pneumonia) bacteria are present 
in the general circulation from the 
first or very soon gain access to it. 
They multiply in the blood and 
produce constitutional symptoms 
which give rise to a condition 
known as septicemia. 

In some cases of bacterial inva- 
sion of the blood the micro- 
organisms are carried by the blood 
current to distant tissues, in which 
they lodge and give rise to local 
metastatic abscesses, a condition 
called pyemia. 
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Separate factors in inflammation. 


Reaction to injury is not always 
acute and progressive. The changes 
may be chronic and may not pass 
beyond the stage of degeneration or 
may consist chiefly of regeneration. 


Vascular changes. 


Thrombosis, embolism, infarction, 
etc., were considered in Chapter I. 
We wish to consider briefly some 
of the other vascular changes, as 
exudation, diapedesis and emigra- 
tion. These latter changes are evi- 
dent when the circulation reaches 
a condition of partial stasis. 


Exudation. 


The passage of blood serum out 
of the vessels. The: chief factors 
concerned are (1) increased blood- 
pressure in the distended small 
vessels, (2) changes in the endo- 
thelial cells, (3) alteration in the 
composition of the blood, (4) 


changes in the osmotic relations of 


the blood and tissue fluids. 


Diapedesis of red cells. 


The passage of red cells through 
the vessels is a prominent feature 
of some exudative inflammations. 
This passage is purely a passive 
phenomenon resulting from in- 
creased pressure. Numerous fac- 
tors determine the extent of dia- 
pedesis. Certain pathogenic bac- 
teria have a special tendency to 
excite hemorrhage, as a result of 
destruction of endothelial cells and 
the rupture of capillaries. 


Emigration of leucocytes. 





This usually follows exudation of 
serum and, except in very severe 
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inflammations, precedes diapedesis. 
Two essential conditions for emi- 
gration are the maintenance of the 

















Fig. 8 


Inflammation—adhesion of leucocytes to vessel 


wall. 














Fig. 9 


Emigration of leucocytes. 


circulation and adherence of leu- 
cocytes to the vessel wall. All vari- 
eties of leucocytes have the power 
of emigration; different cells, 
however, respond to different 
chemotactic influences. 


Leucocytosis and its significance. 


The wandering cells or leucocytes 
are greatly increased in number in 
inflammation, and this increase, 
which affects chiefly the poly- 
nuclear neutrophile cells, is calléd 
leucocytosis. 

In most bacterial infections the 
leucocytes are increased in num- 
ber, not only in the inflamed tis- 
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sue but in the circulation as well. 
It is chiefly as a means of defense 
of the animal organism against 
bacterial invasion that leucocytosis 
exhibits most clearly its selective 
significance. 




















Fig. 10 
Absorption of tissue by phagocytes. 


There are great variations in the 
phagocytic power exhibited by leu- 
cocytes toward bacteria, and this 
power is greatly increased in arti- 
ficial immunization. 


Leucocytes are not the only ele- 
ments in the body which exert 
bactericidal and phagocytic prop- 
erties in inflammation. Blood 
serum, lymph and mucus exhibit 
varying degrees of this activity, 


while endothelial, epithelial, vis- 
ceral and connective tissue cells all 
enjoy more or less phagocytic 


power. 


Changes in the tissue cells. 


Degeneration and necrosis. 

The initial injury which leads to 
inflammation always affects 
first the cells of a tissue, causing 
disturbance of the nutrition and 
metabolism of the cell, and is 
followed by certain morpho- 
logical changes, from which, 
however, the cell may recover. 
This process is called degenera- 
tion. 

Some cells coming into imme- 
diate contact with the injurious 
agent or long exposed to its in- 
fluence may suffer more serious 
disturbance of their functions, 
so that they undergo extensive 
morphological changes and die. 
This process is called necrosis. 
These changes have been dis- 


cussed in Chapter I. 
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Comparison of the Phenomena of Normal Physiologic 
Respiration and Anesthetic Respiration® 
By PAUL M. WOOD, M.D., New York, N. Y. 


Director of Anesthesia, Lincoln Hospital; Assisting Attending Anesthetist, Roosevelt and Fifth 
Avenue Hospitals, New York 


It is with great pleasure that I have 
accepted this opportunity to come be- 
fore your society, for, being deeply 
interested in all types of anesthesia, I 
am delighted at the progress evidenced 
in my field of work by the organiza- 
tion and development of this society. 

In a not too flattering way we some- 
times see news items referring to the 
“oldest profession in the world.” This 
reference is made in error, and I turn 
to the Holy Writ, to the second chap- 
ter of Genesis, where I find the twenty- 
first verse giving us the story of the 
inception of the “oldest profession” — 
according to the writer, “Jehovah God 
caused a deep sleep to fall upon the 
man, and he slept, and he took one of 
the ribs,” etc. 

Great undertakings are often begun 
in similar ways. On the authority of 
the leader of the National Geographic 
expedition now operating in Palestine 
on the excavation of the ten ancient 
cities comes the information that no 
great archeological expedition has 
broken ground for its research digging 
until after consultation with the book 
of all beginnings, the Holy Bible, and 
that to date there has been no failure 
to find the objective sought, through 
the leads given in this great book. So 
let us hope that the same good fortune 





* Given before the Society for the Advance- 
ment of General Anesthesia in Dentistry, New 


York, N. Y., December 15, 1930. 


may be ours, and that some fact or 
thought may here be given which may 
make for better anesthesia. 


THe Norma Puysio.ocic 
PHENOMENA OF RESPIRATION 


What are the normal physiologic 
phenomena of respiration of practical 
importance to the anesthetist, especially 
the dental anesthetist? Materials to 
consider are the organs of respiration 
and the center of motivation. A com- 
parison of their actions under normal 
conditions and under anesthetic agents 
shows a valuable aid in the safety signs 
and signals used by the administrator 
of the anesthesia. 


Normally the respiratory center 
functions automatically, but there can 
be considerable change through the 
conscious control of the respiratory 
organs. The rate and rhythm of respi- 
ration is usually 18-20 per minute, with 
normal sleep lowering the rate slightly. 
The rhythm is inspiration followed 
immediately by expiration, then a 
pause, and the cycle is repeated. Nor- 
mally it is effortless and in the waking 
condition is practically noiseless. In 
normal sleep there is shortening of the 
expiratory sound, and there is often 
evident noise of the air passing the 
teeth and lips. Normally the function 
of all this is to carry to the tissues of 
the body their normal food and fuel 
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supplies, and through the respiration 
the blood gains its oxygen and regu- 
lates its carbon-dioxid content. In nor- 
mal action the nerves, heart and, in 
fact, all the parts of the body are 
concerned, but in this paper we are 
discussing the respiratory phenomena 
only. A further feature of normal 
sleep is Cheyne-Stokes breathing, a 
type where increase of volume occurs 
with several respiratory cycles to a 
peak, then a reverse, with a slight 
pause, and another series is begun, but 
this differs from any anesthetic type 
and is regular in its phases. Finally, 
there is usually the change from the 
abdominal type of respiration to a 
costal type in normal sleep. 

By way of review, the normal rate 
of respiration is 18-20 per minute. The 
normal amount of the respiratory vol- 
ume is 500 c.c. This can be increased 
by 1600 c.c., called complemental air, 
or decreased a like amount, called 
supplemental air. The maximum total 
capacity is about 3600 c.c., and the 
residual unchanged air is about 1000 
c.c. Normally the temperature and 
pressure must be considered also, as 
these or the chemical ingredients of 
the substance inhaled vary the regu- 
lating mechanism of the respiratory 
center and the diffusion of gases 
through the lung tissue. 


Types oF ANESTHESIA 


Under anesthesia we must consider 
a few items before making the com- 
parative analysis. There are two types 
of anesthesia, general and local. There 
are two methods of administration of 
general anesthesia of importance to us, 
the open and the closed. In the open 
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method there is little change due to 
anything other than the agent, as the 
air is freely mixed and inhaled as in 
normal sleep. In the closed method 
there is added the accumulation of 
carbon dioxid, moisture and _ heat, 
which alter the picture. Rectal admin- 
istration and intravenous anesthesia 
give the same respiratory actions as 
open methods, though I doubt the 
necessity of using either of these for 
dental work. 


Respiratory phenomena are of im- 
portance in the use of local anesthetics. 
Here we find that the use of adrenalin 
is quite common. It is powerful and in 
small amounts may give pronounced 
effects. It acts directly on the bron- 
chioles, causing dilation through relax- 
ation. It acts also as a strong stimulant 
to the respiratory center, with strong 
muscular contraction and relaxation 
alternating and ending in _ total 
paralysis in overdose. To combat this 
action, atropin sulphate gr. 1/150- 
1/120 should be used. Further, novo- 
cain is less toxic than cocain but sim- 
ilar in its action and stimulates the 
centers with marked increase in both 
rate and volume. 


Another local agent by freezing, 
ethyl chlorid, must be given by the 
dental anesthetist with great care, 
advising the patient to hold the breath 
and exhale forceably, or a general anes- 
thesia may result from inhalation. 


Agents usually used by the open- 
mask method for general anesthesia are 
ether, ethyl chlorid and chloroform; 
by the closed method (machine admin- 
istration) ether, rarely chloroform, 
somnoform (closely allied in action 
and composition to ethyl chlorid) and 
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usually gases, such as nitrous oxid or 
ethylene, either with or without oxygen 
and carbon dioxid; rectally, avertin or 
ether; intravenously, amytal or avertin. 
Psychology is as important in dental 
anesthesia as in general surgical work, 
and the preliminary medication is of 
value. 
ANESTHETIC RESPIRATION 


Most of the patients whom a general 
surgical anesthetist meets are not 
acutely in pain. The dental anesthetist 
more often has an aid in the patient’s 
attitude, as he is more likely to be 
suffering pain and is willing to be 
anesthetized or anything else in order 
to escape this pain. However, there are 
numerous cases where this is not true 
and then the nervous element becomes 
a problem, bringing with it changes in 
the respiratory phenomena. Mental 
inhibition of respiration is marked in 
these patients or a rapid, shallow type 
may be seen where too little of the 
anesthetic is inhaled to take effect. 
Breath-holding may lead to overcon- 
centration of the agent, and death may 
occur from too deep an inspiration, 
once breathing is resumed. To over- 
come this, preliminary medication is 
advisable. To be practical, I shall give 
a concrete example, as follows: 

Morphin sulphate by hypo, 30-45 
minutes before general anesthesia, 
using 1/6 grain for average individ- 
uals and 1/4 for athletic types. Respi- 
ratory result: slower rate and some- 
what more shallow respiration. Advan- 
tages: quieter induction, more pleasant 
to patient, slightly prolonged period of 
anesthesia. Disadvantages: drowsiness 
after anesthetic, larger amount of agent 
needed to overcome slow rate and shal- 


low breathing. In general, I should say 
that preliminary medication is of value 
in nervous individuals or where lengthy 
procedures are contemplated. 

Due to the fact that the human 
throat, untreated, cannot function nor- 
mally in the presence of chilled gases 
or in concentrations of certain pene- 
trating agents, we find the limits of 
tolerance to be 2%-3% for chloroform, 
7% for ether. The administration of 
cold agents, such as ethyl chlorid, 
nitrous oxid and ether, cause a reflex 
spasm of the throat muscles, with 
jerky, gagging respirations usually 
leading to vomiting, with unfortunate 
results. Throats irritated from smoking 
necessitate careful administration, as 
they are exceedingly sensitive. Also, the 
cessation of breathing may increase the 
volume, as before referred to, and too 
great an amount of the anesthetic 
vapor may be inhaled on the next suc- 
ceeding inspiration. Too great an 
amount of anesthetic after the estab- 
lishment of anesthesia with other fea- 
tures causes shock, also shallow, sigh- 
ing, irregular respiration and cessation 
of breathing. To overcome the 
asphyxial tendency of closed methods, 
oxygen may be added to the agent. 
This causes a more even rate of respi- 
ration and prevents body injury due to 
the asphyxial jactitation seen in some 
cases. With ether and chloroform 
anesthesia, or with ethyl chlorid, oxy- 
gen is not necessary. With nitrous oxid 
it is advisable, and with ethylene it is 
essential. Carbon dioxid, a marked 
stimulant, in amount from 4%-17%, 
to the respiratory center, and a marked 
and powerful depressant if increased 
over this strength, is a great aid and 
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safety factor for any anesthetist. It is 
of little avail in an overdose of chloro- 
form. This agent is a direct and rap- 
idly acting respiratory-center depressant 
and, curiously, is also, in small 
amounts, a marked respiratory stimu- 
lant, but only in concentrations of 2% 
or less. 


Some agents are true anesthetics, 
while others act through an asphyxial 
trend. This is true particularly of the 
most used dental anesthetic, nitrous 
oxid. By using it pure for simple oper- 
ations, as lancing or a single extrac- 
tion, you seldom meet real trouble, 
but if you simply strangle a patient 
to a similar degree of blueness, he will 
be equally unconscious of pain, and the 
same operation can be performed. It is 
more painful to be strangled than 
asphyxiated, but the end-result will be 
the same for a moment or so, and with 
a little wrist-rubbing and face-slapping 
either case will return to normal. Now 
add to the gas a little oxygen. It 
requires a little more re-agent and a 
little more time, but the anesthesia lasts 
longer and is many times safer and 
infinitely pleasanter for the patient, as 
the conscious sense of deep respiration 
is absent. 


Irritation to the lung tissue is evi- 
dent with ether, ethyl chlorid, cold 
gases, such as nitrous oxid; only 
slightly with chloroform and with ethy- 
lene least of all. Avertin is not elimi- 
nated by the lungs and therefore there 
is no injury in this case. Rectally 
administered ether is eliminated mostly 
by the lungs and is nearly as irritating 
as when inhaled, except that it is 
warmer and water vapor is mixed 
with it. 


SUMMARY 


To summarize, we find the normal 
waking respiration rate about 18, sleep 
rate about 15, ether 34, ethyl chlorid 
40, chloroform 24, nitrous oxid 30-20, 
ethylene 20-16, avertin 18-14, amytal 
18. These are, of course, not fixed 
rates but the general result of review- 
ing the average of nearly 2000 general 
cases done the past two years. 


Rhythm in all of these in the first 
stage is under conscious control of the 
patient or the operator; in light anes- 
thesia properly given it is even in all 
cases; in an overdose it varies. 

Normally, when awake, breathing is 
inspiration, expiration, pause; in sleep 
it is inspiration, expiration slower, with 
a Cheyne-Stokes tendency; under 
ether, powerful labored movements, 
inspiration noisy, then cessation; under 
ethyl chlorid, sudden peculiar crowing 
with contraction of and paralysis of 
the diaphragm; under chloroform, 
stertor, laryngeal spasm and paralysis 
of the respiratory center; under nitrous 
oxid, gradual increase in time between 
respirations, and under ethylene the 
same; under amytal and avertin, irreg- 
ular rhythm fading out entirely. 


Volume: 500 c.c. normal, in sleep 
450 c.c.; under ether, shallow to nor- 
mal sleep; under ethyl chlorid, deep to 
normal; under chloroform, about that 
of normal sleep; under nitrous oxid, 
slightly increased or normal; under 
ethylene, considerably increased over 
normal sleep; under avertin and 
amytal, apparently same as normal 
sleep. Type of respiration under all 
agents more diaphragmatic type, except 
ethylene, which is of the costal type. 
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Laryngeal spasm: definite with con- 
centrated ether, with chloroform, with 
cold nitrous oxid. 

Cough: cold agents, ether particu- 
larly. 

Safest in hands of trained anes- 
thetist: nitrous oxid with oxygen. 

Safest in untrained hands: open- 
mask ether. 

Safest for anesthetist and patient if 
physical precautions against static are 
understood: ethylene and oxygen. 


BIBLIOGRAPHY 


Hewitt: Anesthetics, 5th Edition. 
Gwathmey: Anesthesia, 2nd Edition. 
Howell: Physiology, 6th Edition. 
Bastedo: Pharmacology, 2nd Edition. 
Flagg: Art of Anesthesia, 4th Edi- 


tion. 


Ross and Fairlie: Handbook of 
Anesthetics, 3rd Edition. 


132 East 58th Street 


GENERAL DISCUSSION* 


M. Hillel Feldman, D.D.S., New 
York, N. Y.: Dr. Wood started his 
paper by quoting from the Bible, and 
now, at the conclusion of his paper, I 
am pretty sure that what he says is 
real gospel as related to anesthesia. 

The meeting is now open to general 
discussion, and we should like to hear 
from Dr. Kaye, of Melbourne. 

Geoffrey Kaye, M.D., Melbourne, 
Australia: I am not going to appear 
before this learned society and try to 
teach you about a thing which you 
know far better than I, but since I am 
called upon for a few extemporary 
remarks, I will do the best I can and 
tell you something of dental anesthesia 
over the seas. 

I will begin with Melbourne, the 
city from which I come. Dentists in 
Melbourne are largely trained in 
American traditions. They look to 
America, much as the surgeons look to 
England, for their first graduate 
training. Their dental surgery is very 





* This is a discussion of both Dr. McLaugh- 
lin’s and Dr. Wood’s papers. The former was 
published in the March issue of THe DENTAL 
DiGEsT. 


good, but dental anesthesia may be 
described as non-existent. We have no 
nurse anesthetists, I am pleased to say, 
but doctor anesthetists are not specially 
trained in dental methods and conse- 
quently things are not what they 
should be, except in the hands of one 
or two very competent practitioners. 

Ethyl chlorid is our standby, but gas 
is being used by a few more progres- 
sive spirits. 

When one comes to London, one 


finds that the general hospital practice 


involves the giving of gas-oxygen, 
nitrous oxid and oxygen, or in some 
instances nitrous oxid and air, by either 
a resident anesthetist or a special vis- 
iting anesthetist. I suppose one would 
seek the flower of that at the Royal 
Dental Hospital in London, where 
works one of the distinguished anes- 
thetists, whose technic is pretty indeed, 
but if one might venture a criticism, 
he is rather apt to regard cyanosis more 
lightly than others would be inclined 
to. He will infer that, in the presence 
of an unobstructed airway, good pulse 
and good respiration, color does not 
matter. That may be all right in the 
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hands of this distinguished anesthetist, 
but I would not recommend it to the 
lesser man. 

Then one perhaps visits America, 
and you know far better than I the 
standing of American dental anes- 
thesia. It is very good indeed. 

One feels perhaps that some discus- 
sion of these present papers may be 
called for, and one might begin with 
the choice of the anesthetic. Perhaps 
I am an inhalation anesthetist more 
than anything, and I might say that 
were local anesthesia to be uniformly 
adopted, I should find myself selling 
apples. But one must keep an open 
mind. One must take the attitude that 
the best for the patient is the best 
thing to do. And even before you, a 
society for the advancement of general 
anesthesia, one must reiterate the point 
of choosing the anesthetic according 
to the work in hand. 

There seems to be an adequate field 
in dentistry for both types of anes- 
thesia, local and inhalation, and the 
selection of the type for a particular 
patient calls for no small degree of 
judgment. 

If we decide on an inhalation anes- 
thetic, what shall we use? Ether, ethyl 
chlorid and chloroform, each has its 
place. I certainly would indorse the 
remarks of Dr. Wood that open ether 
in the hands of the untrained anes- 
thetist probably can do less harm than 
any other agent, but you are a gath- 
ering of specialists, and you look for 
more progressive methods. 

Suppose we consider gas anesthesia. 
Nitrous oxid with oxygen and ethylene 
with oxygen are possibly a little less 
depressing to the patient than ethylene. 
There is not the fear of explosion, but 





they are infinitely harder to give, at 
least in my opinion, than ethylene. 
They require efficient apparatus and 
an efficient man. Furthermore, they 
tend toward cyanosis, and cyanosis 
with nitrous oxid is a very dangerous 
thing. When people say that nitrous 
oxid is a dangerous anesthetic, they 
are telling no lie. Nitrous oxid is highly 
dangerous, one feels, if it is allowed 
to proceed to the length of cyanosis, 
and one agrees rather strongly with the 
dictum of those anesthetists in this 
country and in England who hold that 
it is better to resort to other means, 
such as premedication or the giving of 
a little additional ether together with 
nitrous oxid, than to push straight 
nitrous oxid and oxygen to the point 
of cyanosis. 

Now, to consider the method of 
administering the gas. This is a con- 
troversial subject at present in the 
United States. There exist many ma- 
chines, each basing its claim upon a 
special technic. One cannot help feel- 
ing that the machine is not the impor- 
tant factor—it is the man behind the 
machine. One would urge that the ma- 
chine should be selected according to 
the capacity of the man to do good 
work. It does not matter what type of 
machine is employed so long as the 
man using it is comfortable and is com- 
petent with that machine. 

As to quick or slow induction, one 
perhaps feels that this must be deter- 
mined by several factors. The first is 
the power of the anesthetist to control 
the course of the anesthesia. If he is 
likely to get into trouble by rushing 
the induction, by all means let him use 
the slow induction. If he can perform 
quick induction, that is, if it does not 


—_A( 237 J» 








THE DENTAL DIGEST 





Gt 





proceed to jactitation, does not cyanose 
the patient and does not lead to unto- 
ward events before the anesthetist is 
fully master of the course of proceed- 
ings, then a rapid induction has certain 
advantages. But inasmuch as an 
uneventful, even an uncyanotic, induc- 
tion is required, there is much to be 
said in favor of slowing down the 
induction, which one may effect by the 
technic, by the machine or by the initial 
mixture of the gases administered. 

I am rather surprised that a discus- 
sion of intratracheal anesthesia in den- 
tistry has not emerged tonight. That 
is a method which, in my opinion, has 
its place in dentistry. Suppose one has 
a large case—the total removal of 
teeth, a prolonged operation on a jaw, 
or such a thing as a cyst of the jaw. 
The anesthetist must be kept out of 
the surgeon’s way and yet it must be 
certain that the patient will have air- 
way. There is likely to be blood in the 
throat which is not allowed to run 
down the trachea. In that case the 
intratracheal method finds its best use. 
I do not by any means recommend the 
passage of the catheter on every patient 
because it guarantees good aeration. I 
know that is done by certain men of 
eminence, especially in England, but it 
is perhaps erring on the side of undue 
interference. 

What I would say is this. In the 
type of case that I have mentioned, 
why not consider the advisability of 
adopting the intratracheal technic? 
One can do it with a small catheter 
and then by delivering gas from the 
machine at a pressure of possibly 25 
mm. of mercury, because with that 
small catheter the pressure of gas in 
the catheter is only a fraction of that 


at the machine, and there is no risk 
of overinflating the lung so long as the 
airway is kept clear. Or one can use 
the technic of Magill, of London: 
insert a catheter which wholly occludes 
the glottis, pack around it and con- 
tinue at low pressure. Any good ma- 
chine will do. That method certainly 
gives a very nice anesthesia, which can 
be prolonged indefinitely. The patient 
is always perfectly aerated, and the 
anesthetist is out of the way. The 
patient cannot get blood into the 
larynx, and it is a most gratifying 
technic in selected cases. 

The catheter can be passed orally 
or, if that tends to occlude the oper- 
ator’s field, it may be passed through 
the glottis blind, after Magill’s method, 
or by visualizing it as it emerges and 
steering it into the lungs, after the 
technic also described by Magill. Eng- 
land is entirely receptive to this technic 
in the cases for which it is indicated. 
Certain American clinics also have 
adopted it, and I should like to have 
heard it discussed at greater length 
tonight. 

Premedication might deserve a word. 
With the dental case very often the 
patient walks into the dental surgery 
requiring something to be done and 
then wishing to go home immediately 
after something has been done. That 
case is not exactly suitable for pre- 
medication. One of course knows that 
by the judicious use of sedatives, 
whether morphin, hyoscin, or a com- 
bination of the two—it does not mat- 
ter what—the patient can be brought 
into a condition of sedation wherein 
gas anesthesia is much simplified. But 
if a patient has to walk home immedi- 
ately after the termination of the oper- 
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ation, those methods of course are 
scarcely applicable, and while they find 
their place in the larger type of dental 
case which is done in a hospital under 
hospital conditions, it is rather more 
dificult to incorporate them into the 
routine of a dental office. 

In conclusion, I should like to 
express my very deep appreciation of 
the papers that have been presented 
and my sense of having learned much 
by the information conveyed in them. 
If I can sum up my impressions in a 
few words, they are as follows: 

One must naturally assume that I do 
not claim any wide experience in den- 
tal anesthesia or indeed in any anes- 
thesia, but from what I have seen these 
are my impressions: 

In a dental case, as in any case, the 
indication is to consider the patient 
first, to make the anesthesia smooth 
and, as far as one can humanly fore- 
see, uneventful; not to crowd the 
patient, not to cyanose the patient, but 
to think in terms of normal physiology. 
You recall that anesthesia is a pro- 
found change in the physiology of the 
normal, waking, conscious patient, and 
that such a profound change should 
not be brought on suddenly. If it were 
brought on suddenly, then the anes- 
thetist would have to be in a position 
at once to deal with any untoward 
changes that might occur. There are 
men who can do that, but most of us, 
I feel, are not quite so happy under 
those circumstances, and for myself I 
feel that one should adopt the safety- 
first principle of steady and consid- 
erate use of the anesthetic agent. 

Dr. Feldman: I am sure that we all 
appreciate Dr. Kaye’s excellent analy- 
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sis of the subject presented this 
evening. 

I take great pleasure in asking Dr. 
Albert P. Williams, of Louisville, 
Kentucky, to render a few remarks. 

Albert P. Williams, D.D.S., Louis- 
ville, Ky.: It is a great pleasure to be 
here. I have enjoyed Dr. McLaughlin’s 
remarks and the paper by Dr. Wood. 
There seems to be some discussion 
about quick induction and slow induc- 
tion. I do want to say a few words, as 
I have battled along with nitrous oxid 
and oxygen for eighteen years. 

I can go back to the old days of the 
gasometer when it was asphyxial. We 
slapped them down, got in hurriedly 
and did the best we could. But through 
the years we have made improvements. 

I think it depends entirely upon the 
individual. There is something rather 
inherent in men that seems to make 
them think that they have to do things 
hurriedly. There is no necessity for 
hurrying with gas and oxygen as we 
use it in our office any more than there 
is with novocain. If you do a conduc- 
tion injection, you are perfectly willing 
to wait fifteen or twenty minutes, so 
you must not be particularly in a 
hurry with gas anesthesia. 

Another thing—through the years, 
possibly subconsciously, we have looked 
upon the individual as he comes in as 
a fighter. I go around through the 
country into a number of offices and 
see a lot of straps on the chairs. I do 
not think there is any necessity for 
them. We don’t find it so. We have 
no straps on our chairs; we have no 
battles. 

We do meet the heavy type of indi- 
vidual who comes into the office and 
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says, “Well, I took gas. I am tough. 
I always fight.” 

We usually say, “Is that so? Well, 
you are not going to fight me. I am 
just a little fellow. I wouldn’t stand 
any chance.” 


We try to get a little psychology 
into that individual. We say: “If you 
are going to start a battle, we are not 
going to do anything. We will begin 
all over again. If you are in a hurry 
to have this done, let’s take our time 
and talk it all over.” 

We have a few rather routine things 
that we say to a patient. I think we 
must stop and consider that there is 
that so-called thing, fear, and that 
nature has endowed us with certain 
ductless glands that function when we 
have fear. There is a little suprarenin 
thrown into the blood stream. It 
quickens the pulse. 

I always tell my patient: “After 
three or four inhalations you are going 
to feel a little sensation of numbness 
in your hands and feet, which is rather 
pleasant. You are going to be conscious 
of the fact that possibly your heart is 
beating a little harder, comparable to 
the way you feel after you have 
climbed the stairs quickly. That 
amount of exercise is stimulating to 
you and it makes your heart beat 
faster. I want you to know that that 
is a normal sign; you will feel that, 
and I don’t want you to feel appre- 
hensive.” 

We tell them also that we want them 
to anticipate that they will take twenty 
or twenty-five inhalations before they 
go to sleep. We tell them that we want 
them to appreciate that we are not 
going to operate until they have thor- 
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oughly lost consciousness, because in 
years past, when the administration of 
nitrous oxid and oxygen was rather 
haphazard, a great deal of work was 
done in an analgesic state. They have 
not forgotten that, and we try to dispel 
the idea. As a result we go along easily. 


With the heavy, athletic, plethoric 
type of individual I want a quick anes- 
thesia. I think that whether you use a 
slow induction or a quick induction 
depends upon the type of individual. 
I do want to get that fellow quickly, 
but I do not want him to appreciate 
the fact that I am getting him quickly. 
We start off with straight nitrous oxid 
and carry that patient right down. 
Then we gradually increase the oxygen 
until we get our plane of anesthesia. 
You do not have to hurry! When you 
have your definite plane of anesthesia, 
then you can make your change; if 
you are using the face mask, you can 
go to the nasal inhaler. You can use 
the nasal inhaler as I have done for 
a good many years. But I like Dr. 
McLaughlin’s idea. I am going to try 
it. We carry patients along with the 
nasal inhaler until, as they slip down, 
we cover their mouths with a towel. 
After we have reached our plane of 
anesthesia, we are not particular 
whether it takes three, four, five or six 
minutes—that does not necessarily 
make any material difference. But, 
once we have reached our normal 
plane, then we pack the mouth and 
go to work. 


We do not have occasion to use a 
strap but once in two or three months. 
I have them handy, but I do not think 
that it is good psychology to have them 
on the chair. I do not want patients 
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to think that they are going to be 
strapped. 

There is another point which Dr. 
McLaughlin brought out, that is, to 
have the valves on the mask open so 
that the respiration is easy. I find that 
that is the thing that gives them the 
smothering sensation about which 
they complain. We constantly and 
continually tell our patients that they 
are not going to have a smothering 
sensation, and they say they have not 
had it. 

I had occasion, possibly ten or twelve 
years ago, to take an anesthetic at the 
hospital. They slipped me under. They 
did not say a thing, even though I was 
conscious of the signs and symptoms 
myself, but they forced it. I tried to 
fight, for in my expiration they had the 
mask closed too tight, and I was con- 
scious of my heart beating fast and 
furious, a very miserable sensation. 

I think it is a nice thing for all the 
men who do this work to try it out for 
themselves. Have it tried out on your- 
self! I think you can learn more about 
anesthesia that way, through induction, 
than possibly any other way. 


Dr. Feldman: I should like to call 
on Dr. Gwathmey. 


James T. Gwathmey, M.D., New 
York, N. Y.: I have enjoyed these 
papers tonight because the men spoke 
from their own experience and not 
from any textbook and therefore they 
are very interesting. 

In regard to the slow and quick 
induction, I think, as does every one 
else who has spoken and every one 
probably who has heard them, that the 
one which is safer for each anesthetist 
is the one for him to follow. 
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We know that nitrous oxid is very 
safe if handled properly. We know 
that it does not have any effect on 
any of the organs of the body; we 
know that there is no pathological 
change, and the only way you can kill 
an animal in the laboratory, or kill a 
patient in the office, is by asphyxiation. 
So why asphyxiate your patient at any 
time when you can give an anesthetic 
without asphyxiation? 

I do not believe that a dentist who 
follows the idea of getting the patient 
black in the face, as I have done in 
times past, would ever have any 
patients if that patient could see him- 
self or other patients in that condi- 
tion. I would not let any dentist or 
doctor anesthetize me in that way. In 
fact, I would not take an inhalation 
anesthetic myself right now, if I had 
to be operated on, if I could possibly 
avoid it, because there are other meth- 
ods that are simpler and, to me, safer 
and _ pleasanter. 

The idea in giving any anesthetic, 
whether for a dental or a surgical case, 
is to keep the balance between pulse 
and respiration normal, and I think we 
can do that better with a slow induc- 
tion than with a fast induction. I think 
we can keep everything normal. The 
idea is to get the patients to sleep in 
just the way they drop to sleep in bed 
every night, quietly and easily, and they 
will come out the same way. 

I know that patients are susceptible 
to suggestion as they are going under 
and as they are coming out. Just as 
two or three of the speakers have men- 
tioned, the matter of psychology comes 
in intensely in the way you handle a 
patient as he comes into your office, 
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and the way you talk to him or do not 
talk to him determines the way he is 
going under the anesthetic. Every man 
who gives anesthesia for any length of 
time sooner or later unconsciously 
adopts that attitude toward a patient 
that will put him at his ease. 

As between a rapid and a slow induc- 
tion I prefer a slow induction. It is 
not a half a minute, and it does not 
make much difference to you or to your 
patient. But we must not presume that, 
because we have anesthetized some hun- 
dreds or thousands of patients, it is 
impossible for us to have a death. One 
death in a lifetime is one too many, 
and if we can possibly avoid that, we 
want to do it. A good automobilist can 
go within two or three inches of a 
precipice and never get over that preci- 
pice, but none of us would care to ride 
with such a driver. 

The thing for us to do is to keep 
well on the safe side. I like to use all 
four gases myself, and that is what I 
do. In giving gas and oxygen I like 
to start with oxygen and nitrous oxid, 
a very small amount (3%-10%), and 
then give nitrous oxid. In that way the 
patient gets no odors. By passing the 
gas through water I know that when 
I start the ethylene I have a non- 
asphyxiating and a non-explosive mix- 
ture, and the reason I know is that I 
have tested it. 


Take a short case, like the extrac- 
tion of a tooth. The ideal should be 
to keep the patient’s pulse and respi- 
ration normal, just the same as when 
he walked into your office, and it is a 
very fortunate thing that we have a 
stimulating anesthetic in nitrous oxid 
and a depressing anesthetic in ethylene, 
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because we can alternate and use them 
just as the patient requires. If the 
patient is breathing too rapidly, then 
we can give him ethylene straight and 
turn off the nitrous oxid. If the 
patient’s respiration is depressed, we 
can increase the carbon dioxid just a 
little. If the patient stops breathing 
entirely, we can shut off the gases and 
give him oxygen and carbon dioxid. 

An anesthetist of quite some experi- 
ence the other day stated that he 
thought that any patient whose lungs 
could be filled with oxygen could be 
revived just as readily with oxygen 
alone as with carbon dioxid. That is 
not so! About twelve or fifteen years 
ago, when I first started oil-ether 
colonic anesthesia, a patient got an 
overdose of everything — morphin, 
chloroform and ether. He stopped 
breathing for ten minutes, and we tried 
everything — stretching the sphincter, 
artificial respiration, etc. We were not 
idle for a second. We kept an open 
airway, we saw that the lungs were 
inflated with oxygen, we could see the 
chest go out. We tried and tried and 
tried, but that patient would not 
breathe. At the same time the pulse 
was full and regular. 


I think that this happened before 
Dr. Henderson started his crusade to 
get dentists and surgeons to use carbon 
dioxid. Some one suggested that they 
had carbon dioxid in the hospital, for 
what purpose I do not know. I said, 
“Bring it quick.” We placed the bag 
over the patient’s face. That patient 
was not breathing, but by a gentle 
pressure on the bag he started breath- 
ing. The operation was completed and 
nothing disastrous happened to the 
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patient. He made an uneventful § The first year I was in practice I 
recovery. was called in after one of our anes- 


I was convinced at that time of the 
practicability and desirability of having 
carbon dioxid on the apparatus at all 
times. I think a dentist would make a 
mistake in not having carbon dioxid on 
his apparatus. I have seen patients at 
Bellevue Hospital who were asphyx- 
iated and then revived with carbon 
dioxid and oxygen. The percentages 
have been well worked out, and we 
know how to use these gases now, and 
it seems to me it would be very unwise 
for any dentist not to have carbon 
dioxid on his apparatus, because if he 
is unfortunate enough to have a stop- 
page of respiration, he has the remedy, 
which is better than artificial respira- 
tion or placing the patient on the floor 
and stretching the sphincter, and all 
those things. There is nothing to com- 
pare with carbon dioxid and oxygen. 
Why? Simply because carbon dioxid is 
a natural stimulant to the body. 

Dr. Feldman: In line with our policy 
to start early and quit early, due to 
the fact that we have so many mem- 
bers who come from out of town, we 
will close the discussion now by asking 
Dr. Wood and then Dr. McLaughlin 


to make their closing remarks. 


Dr. Wood: In regard to Dr. Kaye’s 
remarks I should like to state briefly 
again that as an anesthetist and not as 
a physiologist I most heartily agree 
with the danger signal of cyanosis. 

I agree also with Dr. Williams’s and 
Dr. Kaye’s remarks in regard to the 
attitude toward the patient, and on 
that I should like to say something 
that may bring it to your mind more 
definitely. 
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thetists of many years’ experience had 
given an anesthetic for a dental pack- 
ing for a well-known physician. He 
was called once. The next day an 
anesthetist of about a third of his 
experience was called, and he gave an 
anesthetic. Then I was called, and 
with great fear and trembling I went. 
I had to go five other times, and I 
certainly sweat more and worried more 
over that than any one can imagine. 
But finally I found out what it was 
that he actually wanted. He did not 
want to be put to sleep quickly. He 
was a man of tremendous intellectual 
power and yet he had that horror of 
suddenly losing consciousness. An 
unusually slow induction, fourteen or 
fifteen minutes, was what he delighted 
in and what he enjoyed. 

Many patients need the same thing. 
If you do not give that, you certainly 
produce a psychic shock which you 
may not see in your offices, but which 
is very definitely there in their reaction 
if you have a real follow-up on your 
patients. 

One thing that Dr. Williams did not 
mention, as such, that I should like 
to suggest in three or four words is: 
do not lie to your patients. Whether 
it is a child or an adult, if you tell 
them that you are going to put some- 
thing over their face, and that it does 
not smell particularly good but it isn’t 
bad, that is one method of gaining 
their confidence, especially with chil- 
dren. 

Dr. Gwathmey made a remark about 
the recovery of gases and washing out 
the patients, and I just happened to 
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recall the figures as I read them in 
one of the books recently. When 500 
c.c. of gas was administered in one 
inhalation, the exhalation did not show 
50% of the gas recovered, but 170 c.c. 
on the first exhalation, 72 c.c. on the 
second, 68 on the third, 49 on the 
fourth, etc. So when you are admin- 
istering pure nitrous oxid with air or 
with oxygen, you can see there the 
result of washing out or of filling the 
lungs. If you allow the patient to take 
three inhalations of nitrous oxid, you 
thereby gradually accumulate almost 
100% nitrous oxid in the lungs. It is 
safer to err on the side of lightness, in 
spite of the fact that you have told the 
patient that he is not going to feel 
anything, and try not to lie to him 
about that. Do not forget that you can 
always put a patient farther under, but 
it is sometimes very difficult to bring 
him out. 

I have been operated on eleven times, 
I have had almost every kind of anes- 
thesia except spinal, and I think I can 
speak from the point of view of the 
anesthetized. I have never attempted a 
spinal, but it is being done for tonsils 
and mastoids, and possibly some day 
it can be done for dental work. Many 
of the general surgeons, and particu- 
larly the urologisis, are using spinal 
anesthesia in their offices for a short 
period for cystoscopy, and the patient 
is able to walk out of the office in a 
half-hour or so. 

In regard to ethylene I had a pecu- 
liar experience. In 1913 I spent one 
year at Notre Dame University, and 
during that time I took nothing but 
courses in chemistry, some special 
work, and one of the subjects assigned 
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to me was ethylene. We did not realize 
that it was an anesthetic agent, but it 
is one of my pet agents and a thing I 
like to talk about, and I should like to 
overcome this unfortunate newspaper 
publicity of the terrible dangers of this 
anesthetic. I back up what Dr. Gwath- 
mey has said. It is no more explosive 
than ether. It does have this peculiar- 
ity, which should be borne in mind, 
that all hydrocarbons of an unsatur- 
ated series have a peculiar tendency to 
produce static electricity when they 
pass over or through rubber. Whether 
it is due to the composition of the 
rubber or the composition of the car- 
bon is not known, but it is a fact. 
There is your danger. By moistening 
the gas, as Dr. Gwathmey suggested, 
you eliminate almost entirely the pos- 
sibility of that static. 

As a final thought, let me tell you 
a story. As a medical student I was in 
one of the large clinics in the city. I 
was watching what was to me a very 
interesting operation. The surgeon had 
an unusually important patient, and 
the patient stopped breathing. We all 
will have that happen occasionally for 
a few minutes. The anesthetist was one 
of the best known. In his anxiety the 
surgeon, normally a calm individual, 
cried, “Do something! Do something 
quick!” The anesthetist said, “I have 
four and a half minutes to do some- 
thing, and I can do a lot in that time.” 

If you will take that attitude and 
not lose your head, it will help a lot. 
Calmness is one of the most essential 
attributes for success in an anesthetic 
emergency. 


Dr. McLaughlin: It has been a great 


pleasure to listen to the comments. It 
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was particularly pleasing that Dr. 
Wood’s paper and Dr. Gwathmey’s 
remarks were from the standpoint of 
experience. 

It is difficult to make a comparison 
between the experience of the medical 
man and that of the dentist with the 
same anesthetic that we would use in 
a dental office. It is presupposed that 
our patients come in and expect to 
walk out the way they came in. That 
is what I strive to have them do. 

I have been almost saturated with 
the idea that the quantity of the anes- 
thesia has much bearing upon the 
physical condition of the patient, and 
I have always tried to do the work 
quickly. Perhaps I may be biased on 
the side of quick induction, but I have 
always had the feeling that if I could 
get it over with quickly, with the 
minimum of anesthesia for the patient, 
and make him as comfortable as pos- 
sible, I should be particularly pleasing 
in that service to that patient. 

Dr. Williams brought up a fine 
point, and I know that when Dr. Wil- 
liams speaks, he speaks with some 
authority. We who have contacts with 
him know how he conducts his office, 
and he has had the experience. He has 
had the experience as a giver of the 
anesthetic and as a receiver, and so 
have I. Some of my thinking came 
out of my reaction on receiving it. 

I recall a beautiful anesthetic I got 
twenty years ago with a face induction 
mask. I would make this as a com- 
parable idea: if the nosepiece and 
mouthpiece were a very pleasing way 
to administer nitrous oxid, why do 
they not use that means for the induc- 
tion of anesthesia in the hospital? The 
reason they do not is because we sell 
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the medical man the idea that a nose- 
piece and a mouthpiece together is a 
good way to induce anesthesia, and the 
proof of it is that if you try either 
one yourself, you will find the face- 
piece is a nice way to start the induc- 
tion. 

I find the same thing as Dr. Wil- 
liams brought out about crowding. We 
tell the patient, “If you think it is 
coming too quickly, give us a signal,” 
and then we simply release the face 
mask lightly from the face. 

We do not get our patient’s psy- 
chology because we have not experi- 
enced it ourselves, and that brings us 
back to the old basis of all our orig- 
inal psychologists. Their opinions were 
merely the outgrowth of what they felt 
themselves inwardly. They felt that 
what they went through in their men- 
tal mechanism was the heritage of the 
race, and that the rest of the race felt 
the same way. They were right to a 
great extent, to the extent that per- 
haps a majority did, but here and 
there were the variations, just as we 
see in our dental practice. We have the 
variables, as Dr. Williams has empha- 
sized. When he sees fighters, he talks 
to them, he tries to put them down 
quickly. That has been my idea. I may 
be all wrong. 

Dr. Barry and Dr. Luke, running 
their wonderful office in New Jersey, 
do get splendid results. When you are 
getting good results, I do not see any 
reason for making a change. My 
change has come about by reason of 
the fact that I was not making the 
first thirty seconds comfortable, and so 
I have devised this stunt for over- 
coming it. 

In the last three months I have been 
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using carbon dioxid in combination 
with oxygen, both out of the one tank. 
Before that I used it in combination 
with oxygen, that is, carbon dioxid with 
oxygen as an adjunct to the machine. 
I could not see much advantage. In 
other words, I saw no apparent rea- 
son why I should make any change. 
It was I, perhaps. But I have noticed, 
since I have had this large tank with 
the combination, that the anesthesia is 
much smoother; at least, it looks much 
smoother. 

That brings up the point: should we 
be scared when we see a patient cyan- 
otic? Only to the extent that it is a 
dangerous sign. I know from experi- 
ence. 

It all devolves into this. We admit 
as a standard proposition that nitrous 
oxid with oxygen is a safe tool in a 
dentist’s hands, and that in proportion 


to the amount of its use he becomes 
more skillful at it. When I train girls 
in my office, I try to impress on them 
that they have to be quick, that if they 
can think faster than the patient can 
act, they will be good anesthetists. By 
that I mean that if I see a patient 
take a big inhalation and suddenly 
reach for a breath of air with the 
mouth, they must compensate for that. 
In other words, the anesthetist must be 
at least twenty seconds in thinking 
ahead of the patient. In that way I 
have trained the girls to be quick. It 
is a rather crude formula, but I think 
it works. They are quick to recognize 
the symptoms and have the answer to 
overcome them. 

It has been a great pleasure to come 
here. It is a subject on which one could 
go on and talk in terms of experience 
all night. 
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A Technician Replies 


By I. J. DRESCH, Toledo, Ohio 


A number of articles dealing with 
the future status of the dental me- 
chanic have appeared in several dental 
journals in the past year. It seems 
that there are dentists who are worried 
lest the dental mechanic should even- 
tually become a sort of hyphenated 


dentist, working directly for the 
patient. 
Most of the articles have been 


obscure, the writers not having the 
courage to state the facts and meet the 
issue. Finally, in the February issue of 
THe Dentat Dicest, Dr. L. L. 
McEvoy has thrown pride and preju- 
dice aside and has clearly stated one 
side of the case. 


It is a far cry from the day when a 
dentist would order “a very fine plate, 
with a wind-sucker in the roof, a ditch 
across the back, a furrow around the 
edge, and a ‘rugae’ gum finish with 
speckled pink rubber.” It is true, 
nevertheless, that in many cases the 
mechanic does everything but take the 
impression; in some cases he even teils 
the dentist how to take the impression 
and in desperation has at times been 
compelled to take it himself. It is only 
natural, then, that some mechanics 
wonder why they should furnish the 
brains and do the work as well as fur- 
nish the material, while the dentist 
takes the profit and the credit. But 
such a condition is the fault of the 
dentist himself and is a confession 
that many dentists are not properly 
serving the patient. 


Dr. McEvoy cites a hypothetical 
case in which the dentist pays the 
laboratory $40.00 for a restoration and 
then collects $160.00 from the patient. 
He assumes that the dentist merely 
takes the impression and bite and later 
inserts the finished restoration. In such 
a case the laboratory has furnished the 
brains or knowledge used in the con- 
struction of the appliance. 

This hypothetical case is based upon 
the assumption that the dentist is not 
practicing dentistry, that “science 
which deals with the teeth and adja- 
cent tissues.” So far as full and par- 
tial dentures and removable bridge- 
work are concerned, the average den- 
tist does not practice dentistry. And 1s 
long as he does not practice dentistry, 
he has less to offer the public than the 
conscientious skilled dental mechanic. 


Using the same hypothetical case, 
however, where the dentist has a spread 
of $120.00 gross profit to cover his 
time and office expense, let us suppose 
that the case is handled by a dentist 
who is actually practicing dentistry. 
First of all, he has taken accurate 
study casts so that he can design the 
appliance from the standpoint of load- 
ing, stress distribution, etc., as well as 
design for retention. His biological 
knowledge will tell him what stresses 
should be carried to supporting teeth 
and tissues, as well as to opposing 
teeth. Further, he will take x-rays so 
that he can determine the root and 
bone support of the proposed abut- 
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ments and note any pathologic condi- 
tion that will affect the case. In short, 
he will simply practice dentistry and in 
that way will deserve his fee, retain his 
self-respect and be worthy of that of 
his patient. 

The dental mechanic knows nothing, 
and cares less, about dental technics 


4 


from a biological viewpoint. He has a 
pretty big job as it is. And if the den- 
tal mechanic ever gets any closer to 
the patient, it will be because and when 
the dental profession stops practicing 
dentistry. 


Security Bank Building 





{ RAISING FEES } 


I do not believe many dentists can lock their doors 
today, listen to a few lectures on dental economics, 
come back next week, double their fees and expect to 
be an economic success. There are too many factors 
underlying our whole economic structure to expect 
such rapid transition. Far too often, when we attend 
dental meetings and listen to some silver-tongued 
orator about some hocus-pocus method, we fancy that 
he is right and go home, put his ideas into execution 
and a little later wake up to find out that we have 
made a serious mistake, because in doing such things 
we did not consult that important factor in the line- 
up—judgment. 

—LAWRENCE. 
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Dentistry As I Found It Fifty Years Ago 


By WILLIAM HARPER DeFORD, D.D.S., M.D., Des Moines, Iowa 


OrTHODONTIA 


At the present time orthodontia is, 
without doubt, the outstanding dental 
specialty. During the period I am 
describing little was being done along 
this line. Indeed, the term orthodontia 
had not been coined, and all a prac- 
titioner could do in the way of announc- 
ing himself was to say, “Practice lim- 
ited to correcting irregularities of the 
teeth.” 

About the only thing attempted was 
spreading the arch or pushing forward 
the incisors. For this purpose an im- 
pression of the mouth and teeth was 
taken in wax and poured, making a 
plaster model. The plaster teeth of the 
model, those desired to be moved, were 
scraped a little on the lingual surfaces. 
The model was covered with a piece of 
baseplate wax, just as would be done 
in making a rubber denture. The wax 
was brought up to the cutting edge of 
the teeth desired moved, about an 
eighth of an inch thick, and then vul- 
canized. Two holes were drilled in the 
thickened rubber. We had strips of 
soft rubber, for the purpose of spread- 
ing the teeth apart, to make accessible 
approximal cavities in the teeth for 
filling. A piece of this rubber was then 
fastened on by passing floss silk 
through the drilled holes. The plate 
was then worn in the mouth. Two or 
three times a week the rubber was 
removed and a thicker piece inserted. 
As crude as it appears, good results 
were obtained. 


II 


ConpITIONs OF MoutTHs 


The deplorable condition of mouths 
fifty years ago can be accounted for 
by two conditions, the dread of having 
teeth extracted and the expense involved 
in having a denture made. 


Gop PLATEs 


Gold plates, and occasionally silver, 
were the only kind available. Only a 
few dentists were skillful enough to 
construct gold plates, and the cost was 
very high. It required from $250.00 
to $500.00, and many times more, to 
have a gold plate constructed. There 
were no dental laboratories, and what 
a dentist could not do himself was not 
attempted. 


THe Discovery oF VULCANITE 


It seems that whenever a great 
emergency arises, the challenge is met. 
In this case rubber that could be vul- 
canized into any desired shape was 
discovered and quickly dentists recog- 
nized its availability in constructing 
artificial dentures. True, it was quite 
expensive compared with present prices, 
but dentures could be constructed at a 
price that patients could usually afford 
to pay, and the method was so simple 
that any dentist could meet the condi- 
tions. The owners of the rubber patent 
compelled all who used rubber to pay 
a stiff royalty, according to the amount 
used, and this tax often amounted to 
as much as from $50.00 to $600.00 a 
year, in addition to the price paid for 


the rubber. 
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This discovery was comparable to 
the discovery of a new oil field or gold 
mine. Dentistry boomed. There were 
but few dental colleges, and students 
crowded into them. Some were com- 
pelled to enlarge their facilities. One 
course comprised only two sessions of 
five months each; graduates of medi- 
cine were required to attend but one 
session of five months. Many signs 
read, “John Doe, M.D., Dental Sur- 
geon,” and, parenthetically let me say, 
these physician-dentists knew how to 
get business and charge large fees and 
they lived in fine houses in the best 
residential sections, having their offices 
at their residences. Indeed, the out- 
standing dentists of those days pre- 
ferred to have their offices at their 
residences. 


Those dentists not fortunate enough 
to own a residence well located would 
frequently rent an office in an impres- 
sive residence, located in an aristo- 
cratic neighborhood. Most residences 
in that day contained a large parlor 
on the first floor some thirty to forty 
feet in length. Communicating with 
this room, separated by folding or 
sliding doors from the front parlor, 
was another room, the “back parlor.” 
These rooms would be rented to a den- 
tist from nine in the morning to five 
in the afternoon, then the dental chair 
and cabinet were pushed aside and 
concealed from view by fancy drapery, 
and in the evening the rooms were 
thrown together again, thus in no way 
interfering with whatever social func- 
tions might occur. This gave the den- 
tist a richly furnished reception room 
and all the operating room needed, and 
the inference was that he owned this 


fine residence. You know that “fine 
feathers make fine birds.” 


CELLULOID 


There was a time in the history of 
our country when a small tax on tea 
made quite a disturbance. The tax im- 
posed on dentists by the owners of the 
rubber patents was very distasteful and 
created much bad feeling. Necessity 
being “the mother of invention,” it was 
not long before another material made 
its appearance as a substitute for rub- 
ber—celluloid. This substance made a 
very beautiful artificial denture. It was 
more difficult, however, to manipulate 
than rubber. It did not mould so accu- 
rately as rubber and tasted strongly of 
camphor. The pins in artificial teeth 
did not hold to this substance so ten- 
aciously—as to rubber. Hence, when the 
tax was removed from rubber, cellu- 
loid was quickly abandoned as a sub- 
stitute. 

Ora Sepsis 


When a patient presented for an 
examination, it was not unusual to find 
numerous carious cavities and fistulous 
openings resulting from dead pulps. 
You could press your finger on the 
gum, well up beyond the root termina-. 
tions, and pus would run out freely 
and drop from the teeth into the 
mouth. Many cavities in live teeth, or 
in those partially alive, were so large 
that after breaking in the overlying 
enamel great layers of softened dentin 
could be removed with a spoon exca- 
vator, and frequently an exposed pulp 
or a gangrenous pulp would be found. 
If the pulp appeared to be healthy, it 
was capped and filled with cement; if 
a drop of pus was in evidence, it was 
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treated for weeks and _ sometimes 
months, and the first time no pus was 
found present, this pulp was then 
capped. 

In nearly all of these cases, in the 
course of a few weeks or months, the 
pulps would die and an alveolar 
abscess result. Rather than undergo 
the tortures of tooth extraction patients 
would insist on having their teeth 
saved and take the consequences. The 
teeth with fistulous openings on the 
gums were treated as follows: 

They were opened thoroughly, the 
contents of the pulp chamber and root 
canals removed, and peroxid of hydro- 
gen forced through the root canals by 
placing peroxid on a pellet of cotton 
in the pulp chamber, then a piece of 


vulcanizable rubber. The rubber was 
pressed with an amalgam burnisher or 
other instrument until the peroxid 
flowed out of the fistulous opening. 
This was continued from 15 to 30 min- 
utes and then chloropercha was forced 
through the roots until it flowed out 
on the gum. The root canals were 
filled with guttapercha points, and a 
temporary filling of “os artificial” was 
placed in the cavity of the tooth. If 
pus continued to flow, the tooth was 
opened again and the treatment con- 
tinued. If the tooth remained comfort- 
able and there was no further flow of 
pus, in six months to a year the tooth 
was filled permanently. 
15 Rawson Block 
(To be continued) 





cA 251 J» 











THE DENTAL DIGEST 





i 


I 





Preliminary Program—Eighth International Dental 
Congress, Grand Palais des Champs Elysees, 


8.30 p. m. 


9 a. m. 


2 p.m.-> p.m. 


8.30 p. m. 


Morning 
Afternoon 
9 p.m. 


Morning 
Afternoon 
> p.m. 


Morning 
Afternoon 


Morning 
12 noon 
Afternoon 
8.30 p. m. 


Morning 
Afternoon 
8 p. m. 


Morning 
Afternoon 


8.30 p. m. 


Paris, France, August 1-8, 1931 
SaturDAy, AuGusT 1 
Meeting of the F. D. I. 
Sunpbay, AuGustT 2 
Members call at the General Secretary’s Office (Grand Palais) 


to have their cards registered and stamped and to receive the 
badge, documents and invitations to which they are entitled. 
Necessary instructions will be given on the same day at the 
Secretary’s Office to the members submitting reports, papers and 
demonstrations. 
Meeting of the F. D. I. 
Reception by the Committee of Organization at Versailles. 
Special trains leave Invalides Station. 

Monpay, Aucust 3 


General opening assembly. 
Meetings of Sections. 
Reception at the Colonial Exhibition. 


Tuespay, AuGust 4 


Plenary session (presentation of general reports) . 

Meetings of Sections. 

Reception by the Municipality of Paris at the Town Hall. 
WebNEspDAY, AUGUST 5 


Plenary session (presentation of general reports). 
Excursions (Orly, Fontainebleau, Saint-Germain, Malmaison, 


etc. 
) THurspay, AUGUST 6 


Demonstrations. 

Charles Godon Memorial. 
Meetings of Sections. 
Gala at the Opera House. 


Fripay, AuGustT 7 
Demonstrations. 
Meetings of Sections. 
Banquet. 


SaTurpAy, AuGust 8 
Demonstrations. 
General closing assembly (with possibility of a two-hour period 
to be devoted to Meetings of Sections). 
Meeting of the F. D. I. 
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RESPIRATORY DISEASES AND 


THE TEETH 
By Wituiam Lintz, M.D. 


The author concludes that focal 
dental infections cause respiratory dis- 
eases by way of the circulation and not 
by means of aspiration. 

Bacterial sensitization and autog- 
enous immunization are important 
factors in respiratory allergy. 

Irrespective of the appearance of 
the teeth, an x-ray examination is 
necessary before dental infection can 
be absolutely excluded. 

Every missing tooth was an infected 
tooth before it was lost and a poten- 
tial factor for systemic infection and 
sensitization. 

The removal of focal dental infec- 
tion and the use of autogenous vac- 
cine are of great benefit in tubercu- 
losis, while immunization before extrac- 
tion will avoid the aggravation of 
symptoms. — Medical Journal and 
Record, January, 1931. 





ECONOMIC FACTORS IN 


DENTISTRY 


By Henry L. Banznar, B.S., D.DS., 
F.A.C.D. 


The point is stressed that dental 
service belongs to the public and not 
to the dentists. The author hopes that 
the time will never come when the 
pseudopsychologists and economists 
will be able to substitute a strictly busi- 
ness relationship between the dentist 


and the patient. When a patient is 
regarded only as a means of earning a 
living and not as a means of perform- 
ing a service, then the life of dentistry 
has gone out. 

Too great a reliance on strictly eco- 
nomic formulas will lead inevitably to 
state-controlled dental clinics, which 
would represent the height of economic 
efficiency and bring an end to profes- 
sional development. 

On the other hand, dentists cannot 
meet the high qualifications expected of 
them by the public unless good service 
brings financial prosperity. Conse- 
quently any steps to improve the eco- 
nomic situation, provided they are in 
harmony with the traditions of the 
profession, are fully justified. Success, 
however, cannot be measured solely by 
dollars and cents but rather in terms 
of patients served, health service given 
and lives saved.—The Journal of the 
American Dental Association, Febru- 
ary, 1931. 





THE EXTRA-ORAL REMOVAL 
OF UNERUPTED TEETH 
By J. Orton Goopsett, D.DS. 


While it is better to remove 
unerupted teeth intra-orally, yet there 
are certain cases when the extra-oral 
operation is easier for both the patient 
and the surgeon. An example of this 
is when there is a cystic impaction far 
from the normal site. 

The chief deterrent factor is the 
possibility of a scar, but this should 
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not be considered an important factor 
when the best interests of the patient 
demand the procedure. Usually incis- 
ions can be placed so as to conform 
with the lines of the face, and if scars 
do result, they can generally be 
removed. 

The author then gives the details of 
a case. An incision was made in the 
skin parallel to and over the site of 
the impaction. The fascia was divided, 
as were also the masseter muscle and 
the periosteum. The facial vessels and 
nerves were avoided and blunt dissec- 
tion was used as much as possible. The 
lateral bony cortex was removed with 
mallet and chisels, and the tooth ex- 
tracted. The margins of the bone were 
smoothed and the fascia and masseter 
muscle approximated with catgut. 
Drainage was provided for by a narrow 
strip of iodoform gauze. The skin was 
sutured with horsehair. 

The drain was removed after forty- 
eight hours and the skin sutures on 
the day following. The patient made 
an uneventful recovery, and the wound 
healed with very little scar tissue. 
Withia a few weeks muscular func- 
tion had returned completely.—T he 
Dental Cosmos, February, 1931. 
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PROPHYLACTIC DENTISTRY 
By ArtHur G. Smitn, D.M.D., F.A.C.D. 


Based on his personal observations, 
the author states that not less than 
90% of the dental work being done 
today is so inferior that it would not 
be passed in a reputable dental school. 
The ethical members of the dental pro- 
fession are mainly responsible for this 
state of affairs, because they are too 
inert intellectually and too indifferent 
to the welfare of their patients to apply 
those basic principles that have been 
found to be scientific and worthy. 

Amalgam has no place whatsoever 
as a filling material in the approximal 
cavities in molars and bicuspids. In this 
field the gold inlay is supreme, and not 
even gold foil can be considered the 
material of choice. As far as cost goes, 
the gold inlay is cheaper than a good 
amalgam filling. Amalgam may be used 
in the filling of carious pits and fis- 
sures. 

In the six anterior teeth the silicates 
have a narrow but definite field of use- 
fulness, and when the angle of an 
incisor is lost, then a porcelain jacket 
crown is indicated——Dental Items of 
Interest, February, 1931. 





Foreign Dental Literature 


Edited by JOHN JACOB POSNER, LL.B., D.D.S., New York, N. Y. 


LOCAL ANESTHESIA 


By Guo FiscHer, Hamburg, Germany 


Some authors demand for an anes- 
thetic solution not merely sterility but 
a definite antiseptic action as well. The 
importance of salts in the anesthetic 
solution to make it as nearly alkalin 


as the blood cannot be overestimated. 
Gissil, of Rostock, has conducted a 
series of important experiments along 
these lines. He finds that the usual 
ampoule of novocain is acid in reac- 
tion. If pH 7 represents a neutral solu- 
tion such as water, anything” below that 
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is acid and above is alkalin. Blood is 
pH 7.4, that is, it is slightly alkalin. 
The novocain solution in ampoules 
registers pH 4.1, which is definitely 
acid. This is for 14% solutions. In a 
1% solution it is 3.8. Novocain in 
normal salt solution freshly made is 
pH 5 in 4% and pH 4.6 in 1%. 

A double ampoule as used by the 
author, in which phosphate salts are 
added to the novocain suprarenin and 
these in turn are dissolved in sterile 
distilled water at the time of use, shows 
in a 1% solution a pH of 7.7. 

Suprarenin solution itself is pH 3.9. 
Novocain solution itself in 1% is 6.9. 
Suprarenin solutions which are discol- 
ored show a greater toxicity. Freshly 
prepared salt solution shows a pH of 
6.95. Sodium phosphate combined with 
novocain gives a pH of 9.0. 

In place of suprarenin, ephedrin has 
been used. No change is reported in the 
technic of local anesthesia. 

There is no doubt that an injection 
of a local anesthetic causes certain 
changes in the circulation. It is impor- 
tant that the solution injected be in 
harmony with the body fluids in order 
that there be no ill consequences of the 
anesthesia. Novocain suprarenin causes 
a contraction of the blood-vessels sup- 
plying the part, bringing the circula- 
tion to a standstill. The longer the cir- 
culation is impeded, the longer will 
there be an injurious effect produced 
on the pulp, the peridental membrane, 
the bone and the periosteum. This may 
progress to necrosis and permanent in- 
jury to the tissue if the anesthetic con- 
tains cocain or phenol, as many of them 
do. The author quotes the work of 
Palazzi, who holds that: 

(1) The anesthetic effect of novo- 


HS 
cain solutions on the pulp and peri- 
dental membrane is merely passing and 
after twenty days everything is again 
completely normal. No permanent in- 
juries to the pulp may be demonstrated. 

(2) Radiographic examination of 
teeth which had been subjected to local 
anesthesia several years ago showed no 
change. 

(3) The use of a 4% solution for 
injection, in order more definitely to 
show resulting injury following local 
anesthesia, failed to indicate injurious 
consequences to the pulp. 

Prof. Fischer reports a case wherein 
a 5-cm. needle was broken off in the 
pterygopalatine canal. An attempt was 
being made to reach the foramen 
rotundum through that path. In order 
to remove it, the antrum was opened 
through the canine fossa, and the rear 
wall of the antrum was chiseled away, 
thereby revealing the pterygopalatine 
canal. The needle was removed an 
healing was normal. 

Recently, in Germany, nitrous oxid 
and oxygen has made great strides. The 
author feels, however, that his experi- 
ence favors the use of novocain over 
a general anesthetic when there is no 
special reason why it cannot be given. 
Novocain is practically a harmless 
drug and may be injected with the 
greatest safety. Serious consequences 
following the injection of novocain 
may be attributed to a faulty solution 
or technic or failure to observe strict 
asepsis. 

There is no doubt that nitrous oxid 
cannot compete for the position of 
greatest importance in the general prac- 
tice of dentistry. Novocain is to be 
used in 95 cases out of 100, and the 
small percentage for a general anes- 
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thetic may be turned over to the spe- 
cialist. Nitrous oxid should have only 
a. secondary place in dentistry, and gen- 
eral anesthesia should be employed only 
in the office of the specialist—Die 
Fortschritte der Zahnheilkunde, Janu- 
ory, 2931. 


THE BREAKING OF INJECTION 
NEEDLES IN MANDIBULAR 
ANESTHESIA 


Rospert NeEuMANN, Berlin, Germany 


The most unpleasant accident in 
dental practice is the breaking of a 
needle in mandibular anesthesia. 

(1) What are the causes that lead 
to the breaking of the needle? 

(2) How can it be prevented? 

(3) How can the needle be re- 
moved? 

The structure of the needle is a con- 
tributing factor, as it may be of insuf- 
ficient temper. The needle may be 
rusty or weakened through use over a 
long period. The thickness of the 
needle plays no part, as it is just as 
easy for a heavy needle to break as a 
thin one. In a case in which the author 
was an expert witness for the defense, 
a dentist was sued for having broken 
off a thin needle in the patient’s mouth 
during mandibular anesthesia. It was 
allowed to remain there, as it caused 
no trouble. Sometime afterward, when 
pain was felt, a surgeon was called in 
and operated. In consequence the facial 
nerve was injured and facial paralysis 
on that side resulted. The patient was 
a kindergarten teacher and testified 
that as a result of her injuries she 
was unable to continue with her work, 


and she demanded large damages. Tes- 


timony for the teacher was given in her 
favor by a university professor, who 
stated that the accident resulted 
because a thin needle was used instead 
of a heavy one. The author appeared 
for the defendant dentist and showed 
that in his long and impressive experi- 
ence, working entirely with a thin 
needle, he had never broken one nor 
had he seen one broken. The jury, 
however, was not of the opinion that 
a thin needle was as safe as a heavier 
one in mandibular anesthesia and 
found against the dentist. 


In a similar case shortly thereafter, 
in which the author was again sum- 
moned as an expert, the fragment 
which had been broken was from a 
heavy needle. This the author removed 
with no injury to the patient and with 
a normal healing. The author remarks, 
“This case shows that a thick needle 
also will break.” 


It is the author’s opinion that the 
method of mandibular anesthesia 
which advocates an injection beginning 
at the opposite side and then swinging 
the syringe across the arch only tends 
to cause the needle to break. In the 
method which he follows, the index 
finger palpates for the inner surface of 
the retromolar triangle, the finger 
being kept parallel with the alveolar 
ridge. The syringe is then advanced 
parallel with the finger and at a height 
corresponding to the center of the 
fingernail. One and a half c.c. of solu- 
tion is then discharged from this posi- 
tion. For injections on the right side, 
the injection is made with the left 


hand. 


The movement of the patient during 
injection is a frequent cause of needle 
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breakage. It is recommended that a 
sedative be given to the patient before 
operating. The writer believes that the 
patient should be warned of the fact 
that the injection is to be made far 
back in the mouth instead of along- 
side the tooth to be extracted. If the 
patient feels the point of the needle 
far back in the mouth, he may become 
frightened and start, which may break 
the needle. 


The question which often arises is 
whether the patient should be told of 
the needle fracture. In view of the 
disturbing complications which may 
accompany the presence of the needle 
in the tissues, the patient should be told 
of it at the time of the accident, and 
immediate steps should be taken for its 
recovery. One authority states that no 
needle that breaks off should be re- 
moved, because of the severe injury 
produced in the effort to retrieve it. 
The author says that needles broken 
off in the tissues may be removed with 
no great injury, and that, above all, 
the recovery should be instituted with 
no delay. Needles which have remained 
in the tissues over a period of time 
become eroded and, when seized with 
tweezers, will break again. 


A great aid in the removal of needle 
fragments is the radiograph. Several 
should be taken at various angles. The 
author inserts a silver probe parallel 
with the occlusal surfaces of the teeth 
of the arch below and takes a radio- 
graph. He can then determine whether 
the broken needle lies above or below 
the probe, which is a valuable aid. In 
one case reported by the author a 
needle was fractured and left in place 
back in 1922. The patient finally de- 


cided to have it out, as he had begun 
to have pains in the jaw while eating 
and in movements of the mouth dur- 
ing conversation. The psychic problem 
had become so great that it now inter- 
fered with sleep and was also making 
it difficult for him to work. His phy- 
sician decided that obscure changes in 
the patient’s temperature were brought 
about by the needle, and it was re- 
moved by the author.—Correspondenz 
Blatt fiir Zahnarzte, January, 1931. 





VARIOUS FORMS OF DENTAL 
OSTEITIS 


By Max Me tcnior, Copenhagen, 
Denmark 


Gross, in Philadelphia, was the first 
to describe the condition of chronic 
inflammation of the structure of the 
alveolar process. This was in 1870. His 
article covered a form of neuralgia of 
the jaw bones and, despite its great 
importance, received very little of the 
attention to which it was entitled. This 
condition, found mostly in edentulous 
cases, involved the alveolar process, and 
elderly people were the usual patients. 
It was found more frequently in the 
maxilla than in the mandible. The area 
involved was small. The adjacent soft 
tissues were not particularly affected, 
as is customarily found in ordinary 
neuralgia. The cause of this painful 
condition was supposed to be due to 
excess calcification with the attendant 
pressure on the fine nerve branches. 
In all the cases cited by Gross the 
excision of the bone involved produced 
a rapid cure. It is to be seen that these 
cases were really those of sclerotic 
bone or condensing osteitis with severe 
neuralgic pains. No relation between 
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the teeth and this condition is shown. 
This was undoubtedly because the con- 
dition was most frequently seen in 
edentulous cases. 

In 1924 the author described an 
entirely different form of osteitis and 
reported fourteen cases. In these, how- 
ever, the bone was rarefied instead of 
being condensed, producing an irregu- 
lar cavity, and this was called chronic 
osteitis. It was usually about the apex 
of a tooth which had been removed 
a long time previously. In all the cases 
a fistula was discovered through which 
this necrotic area of bone was discharg- 
ing. The contents of the bone cavity 
showed softened bone, broken-down 
granulation and small sequestra mixed 
with pus. Diagnosis of this condition 
can be made as follows: 

(1) A history of many teeth ex- 
tracted some time previously because of 
severe swelling, which did not com- 
pletely subside after the removal of the 
teeth. 

(2) Open alveolus, with pus dis- 
charging. 

(3) Exploration of the fistula with 
a probe, which grates against rotten, 
denuded and softened bone. 

(4) Occasional destruction of the 
outer alveolar plate, which is tender 
to pressure. 

(5) The 
shadow. 

The neuralgic pain associated with 
this condition is often referred to the 
ear, and the author quotes instances of 
patients who have undergone opera- 
tions on the ear, only to find later that 
the true cause was a rarefying osteitis 
in the posterior part of the jaw. 

In all of the cases reported previ- 
ously by the author the characteristic 


x-ray shows a_ diffuse 


feature was the communication of the 
areas of rarefying osteitis with the 
mouth. In the current article the author 
shows a series of cases in which there 
is no communication whatsoever with 
the mouth, making diagnosis extremely 
dificult. Bacteriological study of one 
of the cases showed the contents to 
contain staphylococcus pyogenes aureus. 

It is true that many of these cases 
pass unnoticed, because they are not 
of the fistulous type. Careful x-ray 
examination will reveal the rarefied 
area, and upon operation a soft ne- 
crotic area of bone will be found. 

The treatment is the usual one. An 
incision is made, the periosteum and 
mucous membrane reflected and the 
alveolar process exposed. An opening 
is then made into the alveolar struc- 
ture, and this brings the operator to the 
rarefied area. It is carefully curetted 
and all the soft rotten bone removed. 
It is then irrigated and the wound 
sutured. 

Sometimes these cases simulate the 
destruction of bone which attends the 
presence of a malignant tumor. 

In order to detect these cases of 
rarefying osteitis the radiograph is 
indispensable. The most usual symptom 
is tenderness upon pressure over the 
alveolar process, and this is accentuated 
in those instances where the patient is 
wearing a denture. 

In conclusion, the author makes a 
plea for a more careful examination of 
the pictures of alveolar structure, par- 
ticularly in those cases of fugitive pain, 
and holds it to be particularly within 
the domain of the dentist, as all of 
these cases are due originally to an 
infected tooth—Die Zeitschrift fiir 
Stomatologie, December, 1930. 
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Have We Reached Full Professional Stature ?* 


By GEORGE WOOD CLAPP, D.D.S., New York, N. Y. 


The author begins to search for the evidence to support a letter he received. 


Some time ago you took exception to 
my statement that dentistry as a means 
of service is a profession and as a 
means of livelihood is a _ business. 
When I explained that I meant that 
impersonal schedule of study and work 
which a dentist should hold before him 
as a part of the plan of his life, you 
objected to the explanation. You 
wrote, evidently with a good deal of 
emphasis: “Dentistry is a profession, 
a WHOLE profession (the capitals 
are yours and probably mean that den- 
tistry stands unsupported on its own 
professional feet), and nothing but a 
profession.” 


As you objected to an impersonal 
definition by me, I assume that your 
definition is not impersonal, but that 
it means dentistry as it is practiced 
in your town and mine. Since that 
aspect of dentistry takes its quality 
from the men who practice it, your 
statement implies that we who prac- 
tice dentistry are professional because, 
out of an adequate professional back- 
ground kept up to date by continuous 
professional studies, we are, on the 
average, rendering service of high pro- 
fessional quality. If that is true, many 


— 





*This is the fourth of a series of related 
articles. The first appeared in the January issue. 


of us would like to know it. And so 
it seems worth while to search out some 
of the evidence which will show 
whether or not you are right. 


The preceding letters of this series 
have laid at least a part of the founda- 
tion for such a search. I have shown 
you that our definition of a profession 
is an abstract from the habitual activi- 
ties of three groups of men who have 
sought out the causes of the ills that 
beset us, have taught self-help against 
the causes and consequences of those 
ills and have added their personal 
efforts when self-help was insufficient. 


Having such a definition, it should 
not be difficult for us to align our 
lives with this spirit of our profes- 
sional forefathers and to find out, each 
for himself, just how professional we 
are. If we are really professional, our 
lives will be characterized by the pur- 
suit of six objectives within our own 
field, somewhat as follows: 


(1) To ascertain the prevalence of 
oral disease. 


(2) To discover the cause or causes 
of oral disease. 

(3) To learn the significance of 
such disease to those afflicted. 

(4) To find out how posterity may 
avoid such disease. 
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(5) To learn what forms of it are 
curable and how they may be 
cured. 

(6) To learn to render preventive 
service and prescribe repair. 


Our KNOWLEDGE OF THE PREVALENCE 
OF OrAL DISEASE 


For the sake of brevity and clear- 
ness, and to limit our study to that 
knowledge and those forms of service 
practicable for the general dental prac- 
titioner as distinguished from special- 
ists in dentistry, let us group the mani- 
festations of oral disease about which 
we are here concerned under four 
headings: 

(1) Retardation of maxillary devel- 
opment and maxillary deform- 
ity with consequent malposi- 
tions of the teeth and other 
serious results. 

Diseases of the oral tissues sur- 

rounding and supporting the 

teeth. 

(3) Deaths of dental pulps and 
periapical pathology. 

(4) Dental caries. 

Why should it be among our first 
professional objectives to learn how 
many people suffer from oral disease 
and the proportion of the prevalence 
of the different forms? Because the 
importance of any service may be 
measured by the magnitude and seri- 
ousness of the need for it. If the need 
is small and confined to a few per- 
sons, the service is relatively unim- 
portant and should not occupy the 
best thought of a great number of 
people. If the need is widespread and 
serious, service for it becomes corre- 
spondingly important. If only a few 


(2) 
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people need dental service or would 
benefit by it, and if the consequences 
of going without that service are not 
at all serious, dentistry is not likely 
ever to become great. If, on the other 
hand, many people need dental service, 
and if the consequences of going with- 
out it are serious, there is ground for 
dentistry to become one of the great 
professions. 


We do not know what proportion 
of people need dental service. Devoted 
workers in different communities have 
examined large numbers of school 
children and rendered reports. Most 
such reports seem to show that more 
than 90% of the children examined 
averaged several cavities each. Some 
reports show that about the same per- 
centage of children have malpositions 
of the teeth, and that about half of 
them need orthodontic service. Other 
reports mention unclean and unhealthy 
conditions of the soft tissues and the 
presence of numerous fistulas. 


We are told that there are 45,000,- 
000 school children in the United 
States. If we discount these reports so 
that only 80% of the children show 
any form of oral disease, there are 
36,000,000 children who are in need 
of dental service. 


As to the prevalence of oral disease 
among adults we have neither exact 
figures nor well supported proportions. 
Those children with oral disease who 
live to grow up (and probably fewer 
live than would but for the oral dis- 
ease) are rarely cured, in the proper 
sense of the word, so that the disease 
and its consequences are removed 
before adult age is reached. Probably 
some who escape in childhood succumb 
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later, because it is very rare to find an 
adult who is free from all forms of it. 
If there are 60,000,000 adults in this 
country, probably more than 54,000,- 
000 of them have some form of it. 
But we do not surely know. 

And so, as to the first of our pro- 
fessional objectives, our feet are not yet 
on firm ground. Perhaps this is not so 
very important, because there are evi- 
dently so many who need us and their 
need is visibly so great. Some one has 
recently made a statement to the effect 
that dental disease is more prevalent 
than the common “cold.” We shall 
have to be content with the statement 
that many people need us, and that the 
need takes several forms. As to the 
importance of that need we shall see 
more later. 


Our KNOWLEDGE OF CAUSES 


No thoughtful person would hesi- 
tate to say that a knowledge of the 
causes of the different forms of oral 
disease is of the utmost importance to 
every dentist who wishes to render pro- 
fessional service as distinguished from 
the service rendered by a craftsman. 
It should be no small part of his serv- 
ice to detect disease while it is capable 
of cure and to teach or initiate the 
procedure necessary for cure. As we 
have seen, cure is from within and 
results from correction of causes which 
may be operating against the welfare 
of the body, though much help in such 
correction may come from without. 

There seem to be three important 
needs just here: (1) a recognition of 
a departure from normal or average, 
(2) an identification of the causes for 
the abnormality, and (3) a knowledge 
of practicable methods of correction 
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of those causes which are acting 
against the health of the body. Profes- 
sional service requires at least some 
knowledge of the causes of oral 
pathology. 

What are the causes of oral disease? 
Some of them are unknown and many 
may long remain unknown. The search 
for causes brings us face to face with 
two schools of thought which differ 
greatly. Please understand that I have 
no authority to speak for either group, 
and that in writing in this familiar and 
untechnical way I am merely giving 
what seems to me to be the sum of 
opinions as they come to me from 
members of both schools of thought. 


Two ScHooLs oF THOUGHT 


One school of thought believes the 
causes of caries and diseases of the 
gums to be local. They think caries 
results solely from the accumulation 
of acid under mucous plaques. Plaques 
mean acid, and acid means caries. 
That, as we shall see later, is an 
extremely important statement. If the 
plaques are removed before the acid 
attacks the enamel, teeth do not decay. 
While there are all shades of opinion 
in this group, the general consensus of 
opinion seems to be that the tooth has 
nothing to do with caries except to be 
its victim, and that its defense rests 
with dentists, dentistry and home care 
of the mouth. 

The adherents to this faith attribute 
the diseases of the gums for which the 
popular name is pyorrhea to local 
causes, deposits, irritations, traumatic 
occlusion, etc. So far as I know, the 
only causes they assign for maxillary 
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retardation are heredity and the mix- 
tures of races and types of people. 

The other group also embraces many 
opinions, but the central thought 
around which all those opinions range 
is entirely different from the central 
thought of the first group of students. 

The members of this second group 
seem not to question that dental caries 
occurs because of the action of acid 
formed under mucous plaques, but they 
do not hold the tooth blameless or 
helpless, as the first group does. They 
consider that the tooth is not an idle 
and helpless thing exposed, unpro- 
tected, to dangers and dependent solely 
upon dentists and dentifrices. They 
hold, in different degrees of thought, 
that the tooth is one with the rest of 
the body, that with optimum bodily 
resistance it is practically or wholly 
immune to decay without dentists and 
dentifrices, that all forms of oral dis- 
ease are merely local expressions of 
systemic deficiencies or lowered resist- 
ance, that dentifrices and dentists have 
not prevented decay, and that the 
search for causes of oral disease must 
include nutrition, rest, exercise, sun- 
shine, elimination and their effect on 
tooth structure and function, including 
defense. They say that these, when 
supplemented by a reasonable amount 
of dental-ofice and home care, actu- 
ally prevent oral disease. 


EvIpDENCE ON ONE SIDE 


Among the members of this second 
group some have produced in expeti- 
mental animals all the more frequently 
seen forms of maxillary deformity and 
oral disease by mo more serious 
derangement of the nutrition than a 
reduction in the amount of Vitamin C 


below the amount required for opti- 
mum health and have cured the pyor- 
thea by restoring the most desirable 
amount of Vitamin C to the diet, if 
tissue destruction has not occurred. 

Some, working with children, have 
greatly reduced the incidence of caries 
in groups on well-balanced diets, as 
compared with control groups, and 
others have gone so far as to arrest 
caries in open cavities without dental 
service. 

Others in this group point to people 
living under what we consider primi- 
tive nutritional conditions to whom 
dental caries is practically unknown 
and show that when these people adopt 
what we call modern diet, they soon 
become appallingly susceptible to 
caries. They show small groups living 
among us who follow their racial diets 
and have little or no caries. 

Workers who deal with great num- 
bers of children are forced to esteem 
nutritional teachings as quite as valu- 
able as prophylactic treatments. 

And so, in the ninety-second year of 
our professional life, we come face to 
face with the fact that not only do 
we not know what causes maxillary 
deformity, dental caries and diseases 
of the tissues supporting and surround- 
ing the teeth, but there is no agreement 
among us as to the interpretation of 
facts available to us all. 


MEANS OF PREVENTION 


One significance of this fundamental 
difference is that it points to entirely 
unlike means of prevention. If the 
first group is right, we ought to have 
the land filled with dentists who would, 
from morning till night, polish tooth 
surfaces inaccessible to patients, with 
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the expectation that every patient pol- 
ished often enough would be immune 
to decay. We need to begin to edu- 
cate the public to such oft-repeated 
dental service as most people have 
never contemplated and few can be 
persuaded to afford. 

The second group claims, in voices 
of differing loudness, that it is not 
practicable to clean teeth often enough 
to prevent caries if wrong nutrition, 
oxidation, rest or elimination has low- 
ered the resistance to caries, but that 
wise life habits will keep the resist- 
ance so high that a moderate amount 
of dental-office and home care of the 
mouth will protect the teeth from 
decay. 

If we should succeed in getting the 
public generally to accept these latter 
principles, many more dentists would 
be necessary and they would be busier 
than some of us are now, at less ex- 
hausting labor. But the average expen- 
diture per patient would be so small 
that perhaps half of all people could 
afford all the dental service they 
needed, instead of only about 2%, as 
is probable at present. 


PROFESSIONAL UNCERTAINTY 


Does a difference which splits the 
very foundation-stones of our profes- 
sional structure so wide as this sup- 
port your claim that dentistry is a 
profession, a WHOLE profession, and 
nothing but a profession? 

After ninety years the literature and 
instruction available to the average 
practitioner are too limited and uncer- 
tain to enable him to proceed boldly in 
the assurance that the principles he 
painstakingly selects are right. And 
many among us are therefore practi- 


cally compelled to wait for something 
to happen in the mouths of patients 
and then repair it. Is that your idea 
of a WHOLE profession? 

We should examine next the signifi- 
cance of oral disease to its victims, but 
because I want to write you separately 
about that, let us think for a moment 
about 


How May Postertry Avow ORAL 
DIsEASE? 


Fones, in Bridgeport, gave perhaps 
the best known answer to that ques- 
tion. Under his direction dental 
hygienists and school teachers taught 
the fundamentals of general and oral 
health so well that, in 1924, 31% of 
the children entering the first grades 
of the Bridgeport schools had clean 
and healthy mouths with sound teeth, 
as compared with 1% of children in 
that condition in 1914. 

Fones’s answer may be accepted as 
complete, because these children had 
never been in the public schools to 
receive direct instruction. The teach- 
ings in nutrition, health habits and oral 
sanitation given to other children 
largely of a foreign-language-speaking 
and floating population had reached 
back into their homes so effectively 
that these children came to school in 
good dental health without cost to the 
community. A continuation of the 
habits they had been taught and an 
occasional prophylactic treatment may 
be all that is necessary to keep them in 
dental health. And most people who 
stay dentally healthy seem to stay gen- 
erally healthy. 

Some among my friends are raising 
children who have no dental caries. If 
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sunshine, rest and wise nutrition have 
not done it, they do not know what 
has. On the other hand, I know of no 
families where nutrition is unwise in 
which the children are free from caries. 

Dentists and dental service there 
must be for both the wise and the fool- 
ish, but apparently the wise will need 
little, and that little not expensive, 
while the foolish will need much and 
that expensive. 


Wuat Forms oF Ora DisEAsE ARE 
CURABLE? 


There are not lacking people who 
are satisfied that dental caries is cap- 
able of cure in the correct sense of 
that word; that is, they believe that 
tooth cavities may be self-refilling. 
Those with whom I have come into 
personal contact say that they have 
brought this to pass by prayer, never 


bothering about any other agency. 
To date I have never seen a tooth 
which could be proved to have been 
filled in this way, so I still believe that 
dental caries is not curable but must 
be repaired. 

Certain stages of diseases of the 
gums are curable, if by that we mean 
that under certain conditions the dis- 
eased tissues return, by inner force, to 
a symptom-free condition. Howe has 
caused disease of the gums in experi- 
mental animals by unbalancing the 
nutrition and has caused it to cure 
itself, if destruction has not occurred, 
by rebalancing the nutrition. He has 
done this so often that he can now do 
it to order. 

There comes a time in the progress 
of disease when cure is impossible and 
repair is all that remains to be done. 
We shall study this and our relation 
to it later. 


(To be continued) 
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Editor, Practical Hints: 


Can you advise me how to construct 
a protective plate made of vulcanite 
which is slipped over the anterior teeth 
to protect them from wear in playing a 
saxophone or other similar instrument? 
I have several calls for this. 


A. H. 


ANswer.—Take impressions of the 
teeth and cover the places to be pro- 
tected by thin vulcanite to be secured 
by clasps or Jackson cribs. Perhaps it 
would be better to use velum instead 
of vulcanite. 





Editor, Practical Hints: 


I shall greatly appreciate it if you 
can tell me which is the best way to 
separate a facing from a fixed bridge 
without taking out the whole bridge 
from the patient’s mouth and then dis- 
solving the cement in acid. 

It happens that I have to change a 
cuspid because it looks too white, and 
I do not want to break the facing. 

J.C. M. 


ANswER.—We regret to say that we 
know of no way to remove a facing in 
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the mouth except by splitting it. It 
might be possible to start it by using an 
automatic mallet, but there still would 
be danger of breaking it. 





Editor, Practical Hints: 


The patient, male, aged 30, healthy, 
had well filled teeth and a clean mouth, 
but scaling was necessary. Scaling was 
done and the mouth rendered clean. 

The patient then came in complain- 
ing that the left lower first bicuspid 
was sore to touch. I removed a silver 
filling and found the pulp chamber 
filled and the canal capped; no effort 
apparently had been made to clean out 
or fill the canal. This work had been 
done two or three years previously. I 
reamed out the canal, x-rayed and 
opened the apical end, placed a cotton 
camphophenique dressing in the tooth 
(canal), applied a fairly tight cotton 
stopping in the tooth cavity and painted 
it with varnish. I placed a zinc-oxid 
dressing in the mesial of the second 
bicuspid, where I found a shallow 
proximal cavity. 

Four days later the patient reported 
no pain nor discomfort. I applied the 
rubber dam, placed a synthetic filling 
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in the mesial surface of the second 
bicuspid, treated the root canal in the 
first bicuspid (camphophenique dress- 
ing) and sealed with gutta-percha, 
making every effort to maintain asepsis. 
The patient reported the tooth sore 
when leaving the office. 

The next day the tooth was ex- 
tremely sore to touch, elongated and 
loose. I removed the dressing and ap- 
plied external sedatives at the gum, 
placed an oil of cloves dressing in the 


canal and sealed loosely with cotton - 


painted with varnish. At this time there 
was considerable swelling, more notice- 
able at the lower first molar than in 
the bicuspid region. It was sore and 
swollen at the ridge under the mandible. 

One hour later, on the same day, 
there was continued soreness and more 
swelling. The latest x-ray showed a 
condensed area at the apex. I cau- 
tioned the patient as to the danger of 
removing the tooth, but told him that 
I would remove it as the lesser of two 
evils, retaining the tooth with soreness 
and swelling or extracting and risking 
an osteomyelitis. 

The tooth was dumb-belled at the 
apex, brittle and much excavated, and 
I feared an unsuccessful attempt for 
removal without fracture of the tooth. 
I successfully removed the tooth in toto 
without any apparent damage. The 
pain subsided in fifteen minutes. I in- 
structed the patient to apply cold 
applications of epsom salts, to take a 
cathartic for the bowels and in case of 
fever or any alarming symptoms to 
summon his physician at once. 

Nine hours later the swelling was 
considerably reduced and there was no 
pain. Nineteen hours later the patient 
had slept well and in a telephone call 
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reported that the socket had closed 
with apparently no dry socket nor other 
complication. 


Query: 

(1) Excluding the possibility of in- 
fection from instrumentation, what 
caused the painful, swollen condition? 


(2) What would have been the re- 
sult if I had extracted at the patient’s 
first visit? 

F. C. M. 


ANSWER.—Your experience is more 
or less of a common one. The tooth 
was apparently quiescent, but as soon 
as you opened it up air was admitted 
which permitted the aerobic bacteria to 
start activities. It is a hard thing to 
explain to patients and make them be- 
lieve that you did not introduce the 
infection. It is always better to explain 
before the tooth is opened up than 
after. Any swelling or inflammation in 
the mandible tends to work posteriorly. 

If you had extracted at the first 
appointment, then in all probability 
there would have been no flare-up. 
Your course of procedure was abso- 
lutely correct. The tooth might have 
been brought around in time and with 
considerable discomfort to the patient, 
but there would be no means of telling 
when it would blow up again. On the 
whole, it is better out than in. 





Editor, Practical Hints: 


A young woman, 23 years of age, 
has all the teeth on the right side of 
her face loose, both upper and lower. 
The teeth on the left side are firm. 
X-rays were taken of the loose teeth 
and show a marked alveolar resorp- 
tion. The gums have the pinkish firm 
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appearance of healthy gum tissue. 
About five teeth show a pyorrhetic 
condition. : 

Do you think that all of the teeth 
that are loose are pyorrhetic? Is it 
possible that the patient is suffering 
from scurvy? | 


N. G. 


ANswer.—Pyorrhea, trench mouth 
and scurvy as a rule show definite 
signs in the gingivae, which you 
describe as being pink and firm and 
healthy. Consequently we are at a loss 
as to the cause of the trouble. 

We shall be glad to publish your 
letter in the hope that some of our 
readers may be able to offer sugges- 
tions. 





Editor, Practical Hints: 

I have as a patient a lady physician 
in general practice who is troubled with 
a peculiar soreness of the anterior por- 
tion of the palate. I am enclosing here- 
with the description of the condition 
as made out by the physician herself. 
The only addition I can make is that 
the palate at the point of pain has 
somewhat the appearance of being 
scalded. 

“The condition complained of is that 
of periods, lasting two to five days and 
occurring about three times a year, of 
extreme tenderness in a small area of 
the roof of the mouth. The area is 
about one centimeter in diameter and 
includes the ridges mesially from the 
left upper lateral incisor and cuspid 
teeth. The ridges swell and become 
very tender, and the attacks vary from 
tenderness only to touch to occasions 
when there is constant severe pain, even 
with the mouth held open. Tenderness 
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is usually first noticed on waking in 
the morning. 

“Various measures have been tried 
for relief, but only local anesthesia 
(butyn) has given even temporary 
help. The condition is not related to 
any injury, any food or any dental 
pathology so far discovered. Repeated 
Wassermanns have been negative. 
There has been considerable sinus 
infection, but attacks occurred before 
and since a Caldwell-Luc operation on 
both antra. Dr. G. W. Walker assures 
me that the antrum openings are still 
patent. Both Dr. Walker and Dr. 
Sewall (Professor of Rhinology, Stan- 
ford) are unable to account for the 
mouth condition. Attacks are inde- 
pendent of any factor I can think of 
and will subside in a few days whether 
treated or not.” 


P, H. M. 


ANSWER.—The case you present in 
your letter of December 29th is a most 
interesting one, but one concerning 
which we are utterly unable to form 
an opinion. We shall be glad to pub- 
lish it in THe Dentat Dicest in the 
hope that some of our readers may be 
able to furnish a suggestion that will 


be of value. 





Editor, Practical Hints: 


I have a sixteen-months’ old daugh- 
ter who has the habit of drawing in 
her lower lip and sucking it as one 
would a finger or a thumb. I have 
tried about everything I know or have 
heard of and have failed utterly to 
break this habit. 

She has had this habit about four 


or five months now and I am very 
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much afraid that she will have a per- 
manent deformity if she is not broken 
soon. She will practically never go to 
sleep without sucking her lip, and 
unless she is constantly entertained 
during her waking hours, she is 
sucking it. 

I should certainly appreciate any- 
thing you might tell me that would 
help. 

G. E. O. 


ANswer.—The habit is rather difh- 
cult to overcome. The consensus of 
opinion seems to be that the best way 
to cure it is to tape the lips together 
with adhesive. It has also been sug- 
gested that a shield be vulcanized that 
will fit over the front teeth with a wing 
that will protrude between the lips. 
This wing may be secured by adhesive. 





MetTHop oF REPAIRING CrowNs.— 


Here is a method for repairing crowns 
which may or may not be new. 


Take a cylinder of gold foil and 
press down over the hole in the crown 
to be repaired; place a piece of solder, 
with a little flux on it, on the foil and 
flow the solder to place. 


F, W. WEHRHEIM. 





_ Dry Socxet.—In the January issue 
of THe Dentat Dicest W. J. C. asks 
for a treatment for dry sockets. A very 
successful method which I use is as 
follows: 


Anesthetize the area with novocain 
(I use conduction anesthesia in. the 
mandible and infiltration in the max- 
illa). Carefully wash out the socket. 
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A transillumination lamp is then placed 
“against” the gum tissue, and the light 
is reflected “through” the gum into the 
socket. Carefully curet all discolored 
fragments of blood clot or connective 
tissue from the cavity until the reflected 
light shows an absolutely clean surface. 
Irrigate without pressure, dry the 
socket and lightly pack for twenty-four 
hours with a single piece of iodoform 
gauze moistened with camphophenique. 
At the end of twenty-four hours, 
remove the dressing, irrigate lightly, 
dry and fill to the level of the surface 
with any one of the anodyne ointments 
on the market. 

Have the patient return the follow- 
ing day, and with light pressure syringe 
all the ointment from the socket, dry 
and refill with ointment. The patient 
is now instructed to return in two days, 
being cautioned to refrain from mouth- 
washes of any kind. This treatment is 
repeated every second or third day 
until the inner walls of the socket are 
entirely covered with a heavy pink 
granulation. 

The patient is entirely free from 
pain after the first treatment and can 
be kept comfortable by successive 
treatments, as outlined, until nature 
has covered the sensitive walls of the 
socket with new, healthy tissue. 

The initial light packing prevents 
the formation of a blood clot, for, as 
in all so-called dry sockets, there is an 
infected blood clot; if the first clot is 
infected, the second clot will probably 
become infected also. By preventing 
the formation of any clot and keeping 
the exposed bone covered with an oint- 
ment new tissue will form from the 
apex of the socket upward and from 
the side walls inward. 
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Have W. J. C. check the amount of 
suparenin in his anesthetic. Some con- 
tain as high as 1/12,000 of a gram, 
while others can be obtained contain- 
ing only 1/50,000 of a gram and pro- 
duce just as satisfactory anesthesia. 

Stewart M. JoHNSOoN. 





Dry Sockxet.—Dry socket is indeed 
a mean condition for the dentist to 
face. Many treatments fail to consider 
the patient and the pain suffered. Here 
is one that in my hands has proved 
to be most efficacious in the promotion 
of healing and in the relief of pain. 
The late Dr. George Haggarty must 
be given credit for this treatment. 

Grain alcohol is first introduced into 
the socket on cotton followed with 
warm air. Dry cotton is placed into the 
socket and soaked with a 10% solu- 
tion of silver nitrate for two minutes 
(by the watch). This can be done with 
a pipette very nicely. Now eugenol is 
introduced on cotton and removed 
after one minute (by the watch); then 
pack with any lanolin surgical dress- 
ing. This dressing does not have to be 
removed since it is absorbable. 

This treatment together with the use 
of less suparenin has eliminated dry 
socket as a factor from my practice. 

S. Paut Berry. 





Repty To G. I. B.—With reference 
to your answer to G. I. B., in the 
November, 1930, issue of THE DENTAL 


Dicest, a very frequent cause of hyper- 
trophy of the gums is faulty diet. 


Try adding six or eight oranges a 
day to the diet, or a few glasses of 
tomato juice, or lots of any kind of 
fruit, I suppose. Just to make sure that 
the fruit causes the improvement, leave 
other conditions the same—don’t even 
clean and polish the teeth, that is, not 
until the gums have shown improve- 
ment. 


G. R. McRitcuie. 





Repty To J. B. C.—In reply to J. 
B. C., in the January issue of THE 
DentaL Dicest—if this article had 
been written for me, it could not have 
described my case more accurately, 


except that he has more alloy fillings 
than I. 


My work has been perfectly satis- 
factory, and I should like to see any 
physician succeed in convincing me 
that the teeth should be extracted. I 
follow the old habit of taking a sip 
of water to moisten my dry mouth two 
or three times during the night. I go 
to sleep with my mouth closed, but I 
am sure it relaxes during the night and 
I am positive that the dryness of the 
mouth is caused by breathing during 
the mouth’s relaxation. 

My advice to J. B. C. is not to ex- 
tract, regardless of the pbhysician’s 
adverse advice. 

HERMAN REAMER. 
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Dental Disease 


The following excellent statement has been sent to many British newspapers and is here produced 
as an example of what is being done in England and Scotland toward informing the public. The 
signatories are of such high caliber as to give the statement an added importance.—EpiTor’s Note. 


We are impressed by the great 
amount of suffering and_ ill-health 
which is caused by dental disease. 
Believing that most of this could and 
should be prevented, we feel it desir- 
able to outline, for the benefit of the 
public, the means which, we consider, 
would conduce to that end. 


DIET 


Correct diet should begin before 
birth, i.e., the mother should be cor- 
rectly fed during the nine months she 
is carrying the child and the months 
she is nursing it. Strong grounds exist 
for believing that many of the malde- 
velopments of the body, including con- 
traction of the jaws and consequent 
irregularity of the teeth and also most 
of the “diseases of civilization,” arise 
from an insufficiency of Vitamins A, 
B, C and D in the food, not only 
during development but also through- 
out life. Correct feeding, together with 
all the other measures which go to 
improve general health, reacts favor- 
ably on the state of the mouth and 
tends to prevent dental disease. 

The actual cause of decay of the 
teeth is external to the teeth themselves 
and consists of an acid produced by 
the fermentation of starchy and 
sugary particles which remain in the 


mouth, and which are derived chiefly 
from white bread, confectionery, sugar 
and sweets. Raw fruit, raw vegetables 
(e.g., celery and salads) and nuts, all 
of which require mastication, are espe- 
cially valuable, as by their means fer- 
mentable particles are cleared away 
and they themselves leave no ferment- 
able residue. Fruit, e.g., apples, pears, 
oranges, is particularly valuable at the 
end of a meal, because, when masti- 
cated, it not only removes other food 
particles but also causes an increased 
flow of saliva of an increased alkalinity. 
This neutralizes the acid. 

Potatoes are an excellent food and 
contain, like fruits and other vegeta- 
bles, vitamins in moderate quantity, 
but they should also be followed by 
fruit, as they are not innocent regard- 
ing fermentable particles. 


Ora HycIENE 


In addition to the above natural 
means of cleansing, there remains the 
artificial aid of the toothbrush. Brush- 
ing the teeth and gums, preferably with 
salt (one teaspoonful) and water (one 
tumblerful), should be practiced daily; 
when done only once daily it should be 
after the last meal. The gums them- 
selves must have active friction in every 


part, behind and before, to help to 
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prevent sponginess and pyorrhea. The 
teeth should be thoroughly brushed 
with saline water in every accessible 
part both across and up and down. 


PROFESSIONAL HELP 


In addition to all these measures, 
the teeth and gums should be regularly 
inspected and, if necessary, treated by 
a dentist. A painful and neglected 
tooth may prevent thorough mastica- 
tion and so lead to stagnant deposits, 
in the mouth, of germs and food par- 
ticles and thus favor further decay. 


SUMMARY 


To prevent dental decay (caries) 
and pyorrhea: 


(1) Eat bread and other products 
made of whole-meal flour or of stone- 
ground white flour. 

(2) Eat foods containing all the 
vitamins. 

(3) Eat toast, crusts and other firm 
materials requiring mastication, in 


preference to soft, sticky foods. (Note: 
Vegetables which require to be cooked 
should be cooked for as short a time 
as possible.) 

(4) Eat raw fruits, nuts and raw 
vegetables, especially at the very end 
of a meal. 
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(5) Brush the gums and _ teeth, 
without fail, after the last meal of the 
day or just before going to bed. 

(6) Visit a dentist, twice a year, for 
inspection and, if necessary, treatment 
of the gums and teeth. 

The intelligent and steadfast prac- 
tice of the means indicated in these 
rules would result in far fewer teeth 
being lost from dental decay or pyor- 
rhea. 

(Signed) (Sir) Harry Baldwin, 
C.V.0O., MRCS. LDS., 
(Hon. Dental Surgeon to H.M. 
The King); (Sir) Norman 
Bennett, M.A., M.B., B. Ch., 
L.D.S. (President, British Den- 
tal Association); J. H. Bad- 
cock, M.R.C.S., L.D.S. (Ex- 
President, British Dental Asso- 
ciation); William Guy, LL.D., 
FRCS, FRSE, LDS. 
(Dean, Edinburgh Dental Hos- 
pital); William Hern, O.B.E., 
M.R.C.S., L.D.S. (Consulting 
Dental Surgeon, Middlesex 
Hospital); J. Menzies Camp- 
bell, D.D.S., L.D.S., F.R.S.E. 
(Member, Hygiene Commis- 
sion, International Dental Fed- 
eration). 


December 12, 1930 
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Secretaries’ Questionnaire 


All communications should be addressed to Elsie Pierce, care of 
THe Dentat Dicest, 220 West 42d Street, New York, N. Y. 





NOTE—Have you A BETTER WAY? Have you A TIME-SAVING SHORT-CUT? Do rou KNOW 
A “STUNT” THAT LIGHTENS THE WORK OR MAKES FOR GREATER EFFICIENCY IN THE OFFICE? IF so, 
WRITE TO Exsie Pierce. YOU MAY HELP MANY GIRLS WHO ARE BEGINNERS—AND YOU KNOW HOW YOU 
NEEDED HELP DURING YOUR FIRST FEW MONTHS IN A DENTAL OFFICE. PERHAPS YOU NEED HELP 
NOW. Write to Exsie PrercE—sHE WILL HELP YOU. 





Dear Miss Pierce: 


I have trouble with x-ray develop- 
ing. A white ray forms on the middle 
of the picture, mostly slanting. I have 
tried washing the six-film holder in 
lukewarm soapy water, but the holder 
become sticky, the clips stick, film col- 
lects and it becomes colored. This takes 
time, and often the films have to be 
developed while the patient is in the 
office. 

I used to keep the hydrochloric acid 
bowl in the same room with the tanks, 
and I removed it, but with little bene- 
fit. Our casting machine is beside the 
solutions. Do you think the heat is 
hurting the solutions in any way? I 
am very careful in measuring the con- 
tents with their proper portions. 

On damp and warm days the pic- 
tures come out very faint. I have tried 
to keep the solutions at 65°, often 
having to chill them, and I have found 
that if pictures are kept in solutions 
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longer than four or five minutes, the 
result is excellent. The pictures do not 
always have white rays, especially on 
cold days. Do you know any remedy 
or any suggestion that will help my 
problem? 


Some every-day problems: 
(1) Does hydrochloric acid make 


mirrors cloudy? 

(2) How often should a dental 
engine be oiled? 

(3) What will remove silver nitrate 
from the floor, sink and hands? 

(4) Why do broaches turn rusty 
when they are inserted in alcohol to 
be sterilized? 

(5) Does novocain solution make 
the skin itch? Is it harmful? 

(6) Is the x-ray solution harmful if 
some gets into the mouth from the 
hands? Does it crack the skin and 
cause large hangnails? 

(7) Can amalgam remove gold 
from a ring and turn it silver? In 
how long a period? 
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(8) What is the quickest medicine 
to put on a hydrochloric acid burn on 
the face? A gas-jet burn? A glass cut? 
To stop bleeding from an instrument 
cut? I mean office emergency remedies. 


(9) What strong soap or cream will 
quickly remove the smell of phenol and 
iodin? 


J., New Rochelle, N. Y. 


ANswerR.—White rays on films, or 
fog, may be due to various reasons. 
Leakage of light will do it. If you use 
a lamp, be sure that there is no leak 
in the frame through which the flame 
can shine; if you use an electric light, 
be sure you have the proper bulb. 
Make certain that the room is dark in 
every sense of the term. 


It may be an x-ray fog if you keep 
the unused films near the machine or 
unprotected in the same room. It may 
be improper development or it may be 
from using old materials or materials 
which have deteriorated because of bad 
storage conditions. Hydrochloric acid 
should never be kept uncovered, no 
matter where you keep it. It is very 
volatile and corrosive and really should 
be kept in a double container, well 
sealed at all times. It will ruin metal 
parts and instruments if they are not 
protected. X-ray solutions never should 
be kept near radiators or hot pipes or 
hot machinery of any kind and should 
be kept in covered containers. Devel- 
oping and fixing solutions should be 
kept at 65° and the washing water 
should not be more than 72°. Never 
add hot or cold water to either warm 
or cool the solutions, but place the 
container in hot or ice water until the 
desired temperature is reached. An 
even temperature is very essential for 


__A( 273 Ju» 


4D 


good pictures. This is why you have 
poor results on damp or warm days. 
No doubt your dark-room ventilation 
and temperature are at fault. Write 
the makers of your x-ray machine for 
a book of instructions and follow these 
implicitly in your developing and fix- 
ing, washing, drying, etc. 

And now to answer your other 
questions: 

(1) It will if its fumes seep through 
the frame to the mercury coating on 
the back of the glass. 

(2) Once a week apply three or 
four drops of a mineral engine oil 
through the oil holes at each end of 
the motor. Also, remove the front 
cover of the motor, wipe the commu- 
tator clean, and observe the condition 
of the carbon brushes, which should be 
replaced if worn down. Put a drop of 
oil on each side of the belt pulleys on 
the engine arm and run the engine a 
few moments, holding a cloth near the 
pulleys to catch excess oil that other- 
wise might spatter the doctor’s coat or 
the patient’s garments. 

(3) Try moistening with a few 
drops of tincture of iodin, sponge out 
and remove with a solution of sodium 
thiosulphate, using a few crystals in a 
half cup of water. Or use a diluted 
solution of corrosive sublimate. This is 
very poisonous and extra caution must 
be used to keep it from the hands and 
to keep the vessels used well cleaned 
out. Javelle water may be used until 
the color of the spot disappears, then 
soak the place with ammonia to re- 
move the silver chlorid that remains. 

(4) If you use pure alcohol, there 
is less likelihood of the broaches rust- 
ing. They should be kept in a covered 
receptacle, as the moisture in the 
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atmosphere is absorbed by the alcohol, 
reducing its purity. Why not use the 
same method for the broaches that 
“D. W., Ohio,” advocates for burs in 
the March Questionnaire? 


(5) Yes, mnovocain poisons some 
skins. Use rubber gloves when prepar- 
ing or using it. 

(6) I should not think so in such 
small quantity. However, why put 
yourself in this predicament? X-ray 
solutions do affect some skins the same 
as novocain. Here again use rubber 
gloves. 

(7) Amalgam does not affect the 
gold. It is the mercury or quicksilver 
that does the damage. Mercury is a 
solvent of gold and should not be 
allowed to come in contact with your 
rings. Take them off when mixing 
amalgam. 

(8) For a hydrochloric acid burn, 
use lime water, moistened bicarbonate 
of soda or soap-suds, if you have noth- 
ing else at hand. First wash off as 
quickly as possible with clear water. 
For a gas burn, exclude air by coating 
with moistened bicarbonate of soda, 
starch or flour, carbolized vaseline, 
olive or castor oil. Fresh lard or cream 
can be used. Cover with a clean band- 
age. For cuts, paint with iodin or 
camphophenol and bandage _ with 
sterile gauze. To stop bleeding, use 
any of the agents employed by the 
dentist to check bleeding after extrac- 
tions or apply pressure on the injured 
member above the cut, if it is arterial 
bleeding. If a venal injury, then apply 
pressure below the cut, or it can be a 
tourniquet in either case. Get a Red 
Cross First Aid Book. 

(9) For phenol, wash off with alco- 
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hol first; for iodin, wash off with 
ammonia, then use soap and hot water. 





Replying to Dr. R. A. Barrow of El 
Dorado, Arkansas, we suggest that he 
get in touch with the Oral Hygiene 
Departments of the dental colleges 
that give courses in dental hygiene, 
such as Temple University or the Uni- 
versity of Pennsylvania, Philadelphia; 
Columbia University, New York; 
Northwestern University, Chicago; 
University of Minnesota, Minneapolis. 
We suggest also that he place an 
advertisement in some of the dental 
journals. We cannot use this depart- 
ment for the service he requires. 





Dear Miss Pierce: 


Kindly let me know if there is a 
dental assistants’ society in Yonkers, 
N. Y. I have been employed as a den- 
tal assistant for ten months and like 
the work very much. I await the com- 
ing of THe Dentat Dicest and the 
Questionnaire column, for it is a great 
help. 

E. F. D. 


ANswer.—The former Yonkers so- 
ciety is not active at the present writ- 
ing, but we believe there is a move- 
ment on foot to reorganize. 


Get in touch with the New York 
group, of which Mrs. Elizabeth V. 
Shoemaker, Kew Gardens Plaza, Kew 
Gardens, L. I., is president. Perhaps 
you can join them until such time as 
Yonkers resumes activities. The New 
York notices are published in this 
department each month. 
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Dear Miss Pierce: 


Will you please inform me as to 
what I may use in the office to destroy 
disagreeable odors, giving the formula? 


M. R. K., Pa. 


ANswER.—Please consult the reply 
to “A. N. P.” regarding deodorants 
in the February issue of THE DENTAL 
DicEsT. 





If E. D., New York, who asks how 
to remove a stain from her linen uni- 
form, will write to the manufacturers 
of the product mentioned, they will be 
able to help her, we are certain. We 
do not know the ingredients of the 
desensitizer. 





Dear Miss Pierce: 


I am a beginner in dental assisting, 
and there are many things I should like 
to know. I have learned a great deal 
from your column already. However, 


I should like to know the following: 


How can the scale in the sterilizer 
be removed? 


What is used for cleaning impression 
trays? 
W., San Francisco. 


ANsweER.—No doubt the scale you 
mention is lime deposit from the use 
of hard water. Use a 10% solution of 
hydrochloric acid and boil for 10 min- 
utes. This will soften the deposit, and 
it can be removed with a stiff brush, 
after which rinse out thoroughly and 
wipe dry, refilling with distilled or rain 
water. If you must use hard water, 
put a bit of sodium hydroxid in it. 
Never use any form of soda in an 
aluminum sterilizer; give the sterilizer 
the same daily care that is given to 
cooking utensils in the home; never 
leave instruments in the sterilizer 
longer than it takes for the steriliza- 
tion. This will prevent that red coating 
one finds in some sterilizers, which is 
not the rusting of the sterilizer itself 
but the result of rust from the instru- 
ments left in it too long. Needless to 
say, this also spoils the instruments. 

For the trays, see the reply to “An 
Assistant” last month. Steel wool also 
can be used to polish metal trays after 
boiling. 





Educational and Efficiency Society for Dental Assistants, 
First District, New York, Inc. 


A regular meeting of the Educa- 
tional and Efficiency Society for 
Dental Assistants, First District, New 
York, Inc., will take place at Hotel 
Pennsylvania, 33rd Street and Seventh 
Avenue, New York, on Tuesday, April 
14, 1931, at 7:45 p. m. Dr. William 


Rosenbaum will speak on Things a 
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Dental Assistant Should Know. Fol- 
lowing his address, a Topic Discus- 
sion will be held by the members. 
Nomination of officers for the new 
year will be in order. The usual pre- 
meeting dinner will be held at the 
Cottage, 132 West 32nd Street, New 
York, at 6:30 p. m. 
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On March 16th a regular meeting 
of the Clinic Club took place, when 
a study of the Proper Parliamentary 
Procedure was held under the leader- 
ship of Juliette A. Southard, Founder 
of the Society. The Club meets regu- 
larly on the third Monday evening of 
each month, September to May, inclu- 
sive, when table clinics are given by 
members and invited authorities on 
various subjects, to show the work of 
the dental assistant and how she can 
be increasingly useful in dental office 
management. All members of the 
Society are eligible to join the Clinic 
Club and are urged to lend their sup- 
port and gain the many advantages in 
education that the activities of the 
organization afford. The chairman is 
Miss Mary A. O’Connor, c/o Dr. E. 
Reiner, Cliffside, N. J. The next meet- 
ing of the Clinic Club will be held at 
the office of Dr. Henry Fowler, 174 
West 96th Street, New York, on 
Monday, April 20th, at 7:30 p. m. 

The class in bacteriology, steriliza- 
tion and pathology, with Drs. Bartels 


and Schroff as instructors, is meeting 
each Friday evening at Columbia Uni- 
versity Dental School, 168th Street 
west of Broadway, New York. The 
instruction includes the study of the 
structure and culture of  micro- 
organisms, sterilization and germicides, 
action of bacteria on body and defense 
reactions, blood count, smears, urin- 
alysis. 

The Library has added materially to 
its value in the acquisition of several 
books on nursing, bacteriology and 
other subjects helpful to the dental 
assistant. These are available to mem- 
bers of the Society by applying to the 
Librarian, Miss Sylvia Messinger, 516 
Fifth Avenue, New York. 

The Society meets regularly on the 
second Tuesday evening of each month, 
October to May, inclusive, at Hotel 
Pennsylvania, New York. Dental 
assistants employed in ethical dental 
offices are eligible to join and are in- 
vited to attend the meetings. A cor- 
dial welcome is always extended to the 
members of the dental profession. 





Colorado Dental Assistants Association 


The regular meeting of the Colorado 
Dental Assistants Association was 
held February 3, 1931, in the rooms of 
the Smedley Group. Mrs. Bertha 
Wansar, of the Travelers’ Aid Society 
of Denver, was the guest speaker. Her 
talk was followed by the installation 
of the following officers: President, 
Alice Olson; Ist Vice-President, Verna 
Robertson; 2nd Vice-President, Lucille 


Carson; Secretary, Ruth Taylor; Treas- 
urer, Morine Baker. 

A class in porcelain staining was 
given on February 4th under the direc- 
tion of Dr. C. L. Tyler, which proved 
very instructive and interesting. 

Miss Coral Emerson, of The Tele- 
phone Company, spoke on The Correct 
Use of the Telephone at the meeting 
held on March 3rd. 


_AY 276 Jw» 





DENTAL SECRETARIES AND ASSISTANTS 








Montreal Dental Assistants Association 


The regular business meeting and (1) Preparation of developer and 
the first lesson in the taking of x-rays fixer. 
under the direction of Dr. A. R. Winn, (2) Right and wrong way of mixing. 
orthodontist, were held by the Mon- (3) Developer to have air excluded. 


treal Dental Assistants Association on (4) Chart showing time of temper- 

February 16, 1931, at the Montreal ature. 

Dental Club Room. A large audience (5) Pe room and _ necessary 
etails. 


was present. 


Dr. Winn outlined in brief the his- 
tory of roentgen rays since 1896 and 
explained the short wave lengths which 
are produced by electric discharges in 
a vacuum against a target. 


(6) Ruby lights. 


All those present appreciated the 
instructive lecture and demonstrations. 
Mrs. McKennan, president, heartily 
thanked Dr. Winn for his interesting 
demonstration, Miss E. Currie for the 

The duties of dental assistants in liberal supply of films donated for the 
regard to x-rays Dr. Winn outlined as demonstrations, and Mr. J. Johnson 
follows: for lending the x-ray machine. 
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A BOOK MAY BE AS GREAT A 


THING AS A BATTLE —DiIsraBurt 





A Study of the Dental Problem in 
Hawaii, by Guy S. Millberry, 
D.D.S., F.A.P.H.A., University 
of California, College of Dentis- 
try, San Francisco. 


This monograph gives the history, 
development and organization of the 
dental-health educational program in 
the public schools and of the dental 
service in Palama Settlement and in 
other public and private institutions. 

By far the greatest number of the 
children are Japanese, with the Chinese 
second, although only approximately 
one-half the number. Then follow the 
Hawaiian, Caucasian Hawaiian and 
Portuguese races. So it will be seen that 
the foreign element is predominant. 

Certain conditions are peculiar to the 
Islands, one of them being the fact 
that milk is scarce and not in common 





use among the poorer classes of the 
population. Another interesting state- 
ment is that, although there is plenty 
of sunshine and cod-liver oil is given 
freely in certain instances, caries is 
rampant among certain groups of chil- 
dren. 

158 pp., with illustrations and charts. 
Honolulu, T. H.: Department of Pub- 
lic Instruction and the Strong Foun- 
dation, 1930.—A. M. J. 


We are in receipt of a book con- 
taining the proceedings of the Dental 
Congress in Tokyo, Japan. It is pub- 
lished in French, German, English and 
Japanese. The presswork and illustra- 
tions are of the highest order, and it 
is.a fitting memorial of this interest- 
ing event.—A. M. J. 
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THE BROOKLYN DENTAL ASSIST- 
ANTS OF THE SECOND DISTRICT will 
hold its next study class at 62 Hanson Place, 
Brooklyn, N. Y., on Friday, April 3, 1931, at 
8 p. m. William B. Dunning, D.D.S., of New 
York, will discuss Office Management (includ- 
ing duties of the secretary, record and _ book- 


keeping notifications, 


etc.). 


systems, correspondence, 


The regular monthly meeting will take place 
at 62 Hanson Place, Brooklyn, on Friday, April 
17, 1931, at 8 p. m. Frank Nicolai, D.DS., of 
Brooklyn, will speak on Stone and Plaster Models 
(including value of models, methods of preserv- 
ing models, technic of pouring, etc.). 

All members of the dental profession and 
others who are interested are invited to attend. 





THE BRONX COUNTY DENTAL SO- 
CIETY will hold its next meeting at the Con- 
course Plaza, 161st St. and Grand Concourse, 
New York, on April 7, 1931, at 7:30 p. m. 

This meeting, the final one before the sum- 
mer, will be in the form of a series of table 
clinics on different phases of dentistry. Each 
clinician is a leader in his field. 

The following clinicians will appear on the 
program: 

Theodor Blum, M.D., D.D.S.—Oral Surgery. 


Edward M. Grifin, D.D.S.—Correlation of 
Diagnostic Maps with Resilient Arch Assem- 
blage in Orthodontia. A presentation of 
original intermediate and complete casts. 
Diagnostic factors and principles of technic 
involved. 


T. V. Joseph, D.D.S.—Operative Procedure. 

Benjamin Kornfeld, D.D.S.—The Faults and 
— in Amalgam; The Remedy There- 
or. 

Robert Rein, M.D.—Demonstration of Vin- 
cent’s Organisms by Means of Stains and 
Dark Field. 

Jacob B. Schneer, 
Therapy. 

The following topics will be discussed: 

(1) Asepsis. 
(2) Direct access. 
(3) Pulp anesthesia. 


(4) Instrumentation. 
(5) Root-canal filling. 


D.D.S. — Root-Canal 


Clyde H. Schuyler, D.D.S.—Partial Denture 
Design, Giving Thought to the Health of 
the Supporting Tissues. 


William A. Squires, D.D.S.—Ceramics in 
Dentistry. 


D.D.S.—Movable-Fixed 


Henry Wasserman, 
Bridgework. 

A dinner in honor of the clinicians will be 

held promptly at 6:30 p. m. at the Concourse 
Plaza. All ethical practitioners are invited. 


James A. KirkLanp, President. 
ArtHur L. Smoitn, Sec’y-Treas. 





THE KINGS COUNTY DENTAL SO- 
CIETY will hold its regular meeting at the 
Building of the Medical Society of the County 
of Kings, 1313 Bedford Ave., Brooklyn, N. Y., 
on Thursday, April 9, 1931, at 8.30 p. m. 

The nomination of officers will take place. 

Simon Shapiro, D.D.S., President of the 
Alumni Association, New York University Col- 
lege of Dentistry, will speak on Fixed Bridge- 
work, Its Uses and Abuses. 

J. K. Burgess, D.D.S., New York, will open 
the discussion. 

Preceding the meeting, at 7.30 p. m. the fol- 
lowing clinics will take place: 

M. B. Rubin, D.D.S., Brooklyn. 

D. Slutskin, D.D.S., New York. 

S. Waterman, D.D.S., Brooklyn. 

J. L. Fersenretp, D.D.S., President. 
H. Aususet, D.D.S., Chairman, 


Educational Committee. 


1 DeKalb Ave., Brooklyn, N. Y. 





THE EASTERN DENTAL SOCIETY will 
hold its next regular meeting at the Allied 
Dental Council Auditorium, 425 Lafayette 
St., New York, N. Y., on Thursday evening, 
April 9, 1931. 


As a departure from the usual type of scien- 
tific meeting the committee has arranged an 
elaborate all-clinic evening on all phases of den- 
tal pathology, surgery, operative and prosthetic 
procedures. Because of the increased number cf 
clinicians the meeting will be conducted in two 
sections, one at seven o'clock and the other at 
nine o'clock. 
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A special feature will be introduced in a 
topic discussion on General Dentistry by Lee 
W. Doxtater, D.DS. 

Louis I. Asetson, D.DS., 
Chairman of Executive Committee. 


310 West 72nd St., New York, N. Y. 





THE AMERICAN SOCIETY OF STOM- 
ATOLOGISTS, a Member of the International 
Stomatologic Association (A. S. I.), will hold 
its Eighth Anniversary Meeting of the Stomato- 
logic Movement in America at the Hotel Mc- 
Alpin, New York, April 16-17, 1931. 

A most cordial invitation to attend the sessions 
is extended to all dental and medical practi- 


tioners. 
PROGRAM 
GENERAL SESSION 
April 16th, 8:30 p. m., 
Hotel McAlpin, Broadway at 34th St. 


—e Our Future, by King S. Perry, D.DS., 
F.A.S.S., President, Jeanette, Pa. 

Diagnosis and Elimination of Head Infections, 
by A. Graham Biddle, M.D., F.A.C.S., New 
York. 

Discussion by Joseph Schroff, M.D., D.DS., 
New York. 

The Dentist as Practitioner of Stomatology— 
The Dead Tooth Problem, by Alonzo Milton 
Nodine, D.D.S., L.D.S., L.R.C.P. (Lond.), 
M.R.C.S. (Eng.), New York. 

Discussion by William C. Rubsam, D.DS., 
New York. 

A Plan for the Reduction of Cost of Dental 
Care (Annual Report), by Alfred J. Asgis, 
Sc.B., M.A., D.D.S., F.A.S.S., New York 
Discussion by Max Price, D.D.S., New York, 

and Pauline M. Newman, Educational Direc- 


tor, Union Health Center, New York. 
ScIENTIFIC SESSION 
April 17th, 2:00 p. m.-5:00 p. m. Lecture- 
clinics will be held at the office of Dr. Nodine, 


122 East 64th St., New York. 
Surgical Lesions of the Mouth, by J. J. Stark, 
. A 


D.D.S., Brooklyn, N. 
by Irene G. Woodcock, 





The Child- Patient, 
D.D.S., New York. 

Various Phases of Periodontoclasia, by M. J. 
Goldin, D.D.S., New York. 


EXECUTIVE SESSION 


April 17th, 10:30 a. m., at the office of Dr. 
Alfred J. Asgis, 509 Madison Ave., New York. 
Reports of Committees and Component Societies. 
The First International Stomatologic Congress, 

Budapest, 1931, (Report), by Dr. J. Sturm, 

Budapest, Hungary. 

The Present Status of Dental Educational Re- 
form (Report of A. S. S. Educational Com- 
mittee) . 

A.rFrep J. Asais, Secretary, 


509 Madison Ave., New York, N. Y. 
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ALUMNI ASSOCIATION NEW YORK 
UNIVERSITY COLLEGE OF DENTISTRY 

Alumni Day of the New York University 
College of Dentistry will be held on Friday, April 
17, 1931, at the Dental School Building, 209 
East 23rd Street, New York, N. Y. 

An interesting series of clinics will take place 
in the afternoon, followed by a dinner at the 
New York Athletic Club in the evening. The 
meeting of the Alumni Association will immedi- 
ately follow the clinics. 

All graduates of the Dental School, whether 
members of the Alumni Association or not, are 
cordially invited to attend. 

Reservations for the dinner may be made by 
sending name, address, year of graduation and 
check to Dr. Waite A. Cotton, Chairman of 
Dinner Committee, 241 West 71st St., New 
York, N. Y. 

Stmmon Suapiro, President, 
SAMUEL C. MILLER, Secretary. 





THE SOCIETY FOR THE ADVANCE. 
MENT OF GENERAL ANESTHESIA IN 
DENTISTRY will hold its Annual Meeting at 
the Barbizon-Plaza, 58th St. and Sixth Ave., 
New York, on Monday evening, April 20, 1931. 

The meeting opens with a dinner at 7:00 
p. m., and the scientific session is scheduled to 
start promptly at eight o’clock. Reservations for 
the dinner may be made through either the 
president or the secretary. 

William Branower, M.D., will speak on Poor 
Anesthetic Risks in Dental Surgery. 

Morris D. Senft, D.D.S., will deliver a short 
talk from the ‘standpoint of the general practi- 
tioner in dentistry on The Possibilities and the 
Limitations of General Anesthesia in General 
Practice. 

Membership in this Society is open to all 
ethical practitioners, and correspondence is in- 
vited. Meetings are held four times a year, on 
the third Mondays of February, April, October 
and December, in New York. 

M. Hirret Fertpman, D.DS., President. 
730 Fifth Ave., New York, N. Y. 


LeonarD Morvay, D.D.S., Secretary. 
76 Clinton Ave., Newark, N. J 
James T. GwatHmey, M.D., 


Honorary President. 
30 West 59th St., New York, N. Y. 





THE AMERICAN BOARD OF ORTHO- 
DONTIA, created by the American Society of 
Orthodontists in 1929 and incorporated in Janu- 
ary, 1930, in the State of Illinois, will hold a 
meeting at Hotel Jefferson, St. Louis, Mo., on 
April 20, 1931, at 9:00 a. m. 
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Orthodontists who desire to qualify for a cer- 
tificate from the Board should secure the neces- 
sary application form from the secretary. Atten- 
tion is called to the following resolutions adopted 
by the Board: 


“Any person desiring to make application to 
the Board for a certificate shall have been in 
the exclusive practice of orthodontia for a period 
of not less than five years or an equivalent to 
be determined by the Board and based upon 
the following conditions: (1) an instructor in 
orthodontia in a school satisfactory to the Board; 
(2) an associate in the office of an orthodontist 
whose standing is satisfactory to the Board. It 
is, however, to be definitely understood that any 
person at the time of making application for a 
certificate shall be in the exclusive practice of 
orthodontia in his own name.” 


ABert H. Ketcuam, President, 
1232 Republic Bldg., Denver, Colo. 


Oren A. O rver, Secretary, 
1101 Medical Arts Bldg., Nashville, Tenn. 





THE WESTCHESTER DENTAL SO- 
CIETY will hold its final meeting of the sea- 
son at the Community Center, 122 South Broad- 
way, Yonkers, N. Y., on April 21, 1931, at 
8:30 p. m. 

The entire meeting will be conducted by local 
talent, members of the Society, who will demon- 
strate their proficiency in the various phases of 
dentistry. 


The Society extends a cordial invitation to 
all interested practitioners to attend the meeting. 





THE AMERICAN SOCIETY OF ORTHO- 
DONTISTS will hold its Thirtieth Annual 
Meeting at the Jefferson Hotel, St. Louis, Mo., 
April 21-24, 1931. 

Harry E. Ke tszy, President, 
833 Park Avenue, Baltimore, Md. 


Craupve R. Woon, Secretary, 
Medical Arts Bldg., Knoxville, Tenn. 





THE LOUISIANA STATE DENTAL 
SOCIETY will hold its next annual meeting in 
New Orleans, La., April 23-25, 1931. 


Jutian S. Bernuarp, Secretary, 
417 Medical Arts Bldg., Shreveport, La. 





THE KANSAS STATE DENTAL ASSO- 
CIATION will hold its Sixtieth Annual Conven- 
tion at Hutchinson, Kansas, April 27-29, 1931. 
Among the essayists will be Percy R. Howe of 
ga and Sterling V. Mead of Washington, 
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All members of the American Dental Associa- 
tion are cordially invited to attend. 


Frep A. RicHMmonp, Secretary, 
305 Federal Reserve Life Bldg., 


Kansas City, Kansas. 





THE CONNECTICUT STATE DENTAL 
ASSOCIATION 1 will hold its Sixty-Seventh 
Annual Meeting at Hartford, Conn., April 28- 
30, 1931. 

JoHn F. THompson, Chairman, 
Publicity Committee, 
902 Main St., Hartford, Conn. 





THE MASSACHUSETTS DENTAL SO- 
CIETY will hold its Annual Meeting at the 
Hotel Statler, Boston, Mass., May 4-7, 1931. 

Frank A. Devasarre, D.DS., President, 
520 Beacon St., Boston, Mass. 





THE MASSACHUSETTS DENTAL 
HYGIENISTS’ ASSOCIATION will hold its 
next Annual Convention at the Hotel Statler, 
Boston, Mass., May 4-7, 1931. All registered 
dental hygienists are urged to attend. 





THE PENNSYLVANIA STATE DEN- 
TAL SOCIETY will hold its Sixty-third Annual 
Meeting at the William Penn Hotel, Pittsburgh, 
Pa., May 5-7, 1931. 

A full program of papers and demonstra- 
tions is being arranged, together with several 
innovations. An attractive social program for 
members and those accompanying them is in 
course of preparation. 


A cordial invitation is extended to all dentists 
who are members of the American Dental Asso- 
ciation. 

W. Harry ARCHER, 
Chairman Publicity Committee, 
322 Jenkins Arcade, Pittsburgh, Pa. 





THE SOUTH CAROLINA STATE DEN- 
TAL ASSOCIATION will hold its Sixty-first 
Annual Meeting at Columbia, S. C., May 7-8, 
1931. 

N. W. Macautay, Secretary, 
Medical Bldg., Columbia, S. C. 





THE TEXAS STATE DENTAL SO- 
CIETY will hold its Fifty-firsse Annual Conven- 
tion at Houston, Texas, May 12-15, 1931. A 
cordial invitation to attend is extended to all 
dentists who are members of the American 
Dental Association. 
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For information relative to exhibits, write to 
Dr. E. A. Morris, Chairman, 1518 Medical Arts 
Bldg., Houston, Texas. 

Tom F. Coyte, President, 
Orange, Texas. 

J. G. Fire, Secretary-Treasurer, 
Medical Arts Bldg., Dallas, Texas. 





THE DENTAL SOCIETY OF THE 
STATE OF NEW YORK will hold its Sixty- 
third Annual Meeting at Hotel Pennsylvania, 
New York, May 12-15, 1931. 

The officers and committees with much pleas- 
ure invite the attention of dentists and guests 
in and outside of the state to participate in the 
program which has been arranged carefully along 
lines entirely different from those pursued in 
previous years. 

PROGRAM 


Opening Session—Tuesday, May 12, 1931. 
Thomas Parran, Jr., M.D., Commissioner, 


State Department of Health, Albany, N. Y. 


Symposium on Economics 
Michael M. Davis, Ph.D., Director Medical 
Service, Julius Rosenwald Fund, Chicago, IIl. 
George Wood Clapp, D.D.S., Editor, THe 
Dentat Dicest, New York. 
James Brady, D.D.S., Chairman, Bureau of 
Economics, American Dental Association, 


Philadelphia. 


Symposium on Pre-Natal Feeding 
Wm. H. Ross, M.D., President, State Medical 
Society, Brentwood, N. Y., presiding. 
Eliot Bishop, M.D., President, New York 
Obstetrical Society, Brooklyn, N. Y. 
Roger H. Dennett, M.D., Director of Pedi- 
atrics, New York Post-Graduate Hospital, 
New York. 
C. P. Sherwin, M.D., Professor of Physiology, 
Fordham University, New York. 


Symposium on Education 
H. E. Friesell, D.D.S., Dean, University of 
Pittsburgh Dental College. 
M. E. Winternitz, M.D., Dean, Yale Uni- 
versity Medical School. 


Scientific Research—The Metabolism of the 
Dentin and Its Relation to Dental Decay 
Charles Bodecker, D.D.S., Chairman, New 
York. 
Edmund Applebaum, D.D.S., New York. 
Herman R. Churchill, D.D.S., University cf 


Pennsylvania. 
Periodontia 
Clayton H. Gracey, D.D.S., Detroit, Mich. 
Pulp-Canal Therapy 
A. E. Webster, D.D.S., Emeritus Dean, Den- 
tal College, University of Toronto. 
Focal Infection 
Boyd Gardner, D.D.S., Mayo Clinic, Roches- 
ter, Minn. 
Partial Restorations (Removable) 


Herman E. S. Chayes, D.D.S., New York. 
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Exodontia for the General Practitioner 

Armin Wald, D.D.S., New York. 
Prosthetics 

Charles M. McNeely, D.D.S., Brooklyn, N. Y. 
Dental Pathology 

J. L. T. Appleton, Jr., D.D.S., University of 

Pennsylvania. 

Partial Restorations 

H. A. Maves, D.D.S., Minneapolis, Minn. 

The program consists of carefully selected 
essays and three symposiums, all by authorities 
in every field of dentistry, as well as educational 
and table clinics, entertainment and _ scientific 
manufacturers’ exhibits. The official program 
will be issued about April 20th. 

An extra day has been added so that all in 
attendance may have more time to devote to 
essays and clinics as well as participate in other 
events. 

Dr. F. A. Adams, 8 West 40th St., New 
York, is Chairman of the Educational Clinics 
Committee. 

Dr. John P. Hanks, 17 Park Ave., New York, 
is Chairman of the Exhibits Committee. 

Hotel Pennsylvania is ideally located and 
equipped for convention purposes, and our mem- 
bers and guests will receive prompt and cour- 
teous attention. Make early reservations. 

Passengers arriving at the New York Central 
Terminal or other railroad terminals except the 
Pennsylvania Station are advised to take a taxi 
to the Pennsylvania Hotel. 

We extend a cordial welcome to all members 
of the American Dental Association, the Cana- 
dian Dental Association, and dentists of foreign 
associations. 

A.tFreD WALKER, President. 

100 West 59th St., New York. 

A. P. Burxnart, Secretary. 

57 East Genesee St., Auburn, N. Y. 





THE DENTAL HYGIENISTS ASSOCIA- 
TION OF THE STATE OF NEW YORK 
will hold its Eleventh Annual Meeting at Hotel 
Pennsylvania, New York, May 12-15, 1931. 

The Program Committee has been fortunate 
in obtaining the following speakers: Dr. Ira S. 
Wile, of Mt. Sinai Hospital, of the College of 
the City of New York, of Hunter College and 
of the School of Social Research; Dr. Van 
Alstyne, Supervisor of Oral Hygiene, State 
Department of Education, Albany, N. Y.; Dr. 
Lois Hayden Meek, Director of Child Develop- 
ment Institute, Professor of Education at 
Columbia. 

Excellent clinics and topical discussions have 
been arranged. 

A cordial invitation is extended to members 
of the dental profession, dental hygienists and 
dental assistants. 

Evetyn M. Gunnarson, President. 

Mary A. Owen, Chairman 
Publicity Committee. 

28 Tremaine Ave., Kenmore, N. Y. 
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THE ONTARIO DENTAL ASSOCIA- 
TION will hold its Annual Convention at the 
Royal York Hotel, Toronto, Ontario, Canada, 
May 26-29, 1931. A very fine program of essays 
and clinics has been prepared. 

Ethical dentists of Provinces of Canada outside 
of Ontario and from the United States are in- 
vited to attend as guests of the Ontario Society. 

Frep J. Consoy, Secy.-Treas., 
1442-A Yonge St., Toronto, Ont., Canada. 





THE NORTHERN OHIO DENTAL 
ASSOCIATION will hold its Seventh-fourth 
Annual Meeting at Hotel Winton, Cleveland, 
Ohio, June 1-4, 1931. 

These meetings, as in the past, will be featured 
by teaching clinics; that is, the essayist will give 
a practical demonstration also in the form of a 
clinic. 

The following essayists and 
appear on the program: 


W. J. Charters, Des 
Manipulation 
F, Blaine Rhobotham, Chicago—Children’s Den- 
tistry 
Howard C. Miller, Chicago—Oral Surgery 
Arthur J. Cramp, Chicago—Patent Drugs 
Stanley D. Tylman, Chicago—Fixed Bridgework 
Milton T. Hanke, Chicago—Diet 
M. M. DeVan, Philadelphia—Full Dentures 
A cordial invitation is extended to all ethical 
dentists. 


clinicians will 


Moines—T oothbrush 


Water S. SARGEANT, 
Publicity Chairman, 
807 Nicholas Bldg., Toledo, Ohio. 





THE MISSISSIPPI DENTAL ASSOCIA- 
TION will hold its annual meeting at Gulfport, 
Miss., June 4-6, 1931. All ethical dentists are 
invited. 

A. S. Hopkins, Executive Committeeman, 


Gulfport, Miss. 





THE MINNESOTA STATE BOARD OF 
DENTAL EXAMINERS will hold its next 
meeting at the University of Minnesota, June 
12-20, 1931. For application and further informa- 
tion, address 

Dr. Water H. Smitn, Secretary. 
2337 Central Ave., Minneapolis, Minn. 





THE INDIANA STATE BOARD OF 
DENTAL EXAMINERS will meet in the 
House of Representatives Room of the State 
House, Indianapolis, Ind., on June 15, 1931, at 
8:00 a. m., for the purpose of conducting an 
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examination of all applicants for licensure in 
Indiana who come with proper credentials and 
are accepted for examination. 

All applications should be in the hands of 
the secretary one week before the meeting. The 
examination will probably last through four days. 
For applications, clinical requirements and other 
information, address 

J. M. Hate, Secy.-Treas., 
Mount Vernon, Ind. 





EXAMINATION FOR APPOINTMENT 
TO DENTAL CORPS 
Unitrep States Navy 


A competitive examination for appointment 
to the Dental Corps of the United States Navy 
will begin June 15, 1931, at the U. S. Naval 
Medical School, Washington, D. C. Candidates 
must be citizens of the United States, between 
twenty-one and thirty-two years of age at the 
time of appointment, and graduates of recog- 
nized dental schools. The examination will be 
both theoretical and clinical and the usual dura- 
tion is about seven days. A circular containing 
full information relative to the Dental Corps 
and the prescribed form of application may be 
obtained from the Bureau of Medicine and Sur- 
gery, Navy Department, Washington, D. C. No 
allowance is made for the expense of applicants 
appearing for examination. 





NOTICE OF EXAMINATION FOR EN- 

TRANCE INTO THE REGULAR CORPS 

OF THE UNITED STATES PUBLIC 
HEALTH SERVICE 


Examination of candidates for commission as 
Assistant Dental Surgeon in the Regular Corps 
of the U. S. Public Health Service will be 
held at Washington, D. C., on June 15, 1931. 

Candidates must be twenty-three years and 
not over thirty-two years of age. They must 
have been graduated in dentistry at a reputable 
dental college and have had a total of seven 
years’ educational training and practical experi- 
ence. They must undergo a thorough physical 
examination and must satisfactorily pass oral, 
written and clinical tests before a board of 
officers. 

Successful candidates will be recommended for 
appointment by the President, with the advice 
and consent of the Senate. 

Request for information or permission to take 
this examination should be addressed to the 
Surgeon General, U. S. Public Health Service, 
Washington, D. C. 





THE CONNECTICUT DENTAL COM- 
MISSION will meet at Hartford, June 24-27, 
1931, for the examination of applicants for 
license to practice dentistry and dental hygiene 
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and to transact any other business proper to 
come before it. 

Applications should be in the hands of the 
Recorder at least two weeks before the meeting. 
For application blanks and further information, 
apply to. 

Atwonp J. Curtinc, D.D.S., Recorder. 
66 Main Street, Southington, Conn. 





THE AMERICAN DENTAL HYGIEN- 
ISTS’ ASSOCIATION will hold its Eighth 


Annual Session in Memphis, Tenn., October 
19-23, 1931. 
Acnes G. Morris, Secretary, 
886 Main St., Bridgeport, Conn. 





THE AMERICAN DENTAL ASSIST- 
ANTS ASSOCIATION will hold its Seventh 
Annual Meeting at Memphis, Tenn., October 
19-22, 1931. 

RutH S. Rocers, President. 
Suite 803, 223 West Jackson Blvd. 
Chicago, IIl. 





"(284 J» 





